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Abstract
Care workers’ roles in administering psychotropic medication for people 
with learning disabilities in social care homes and their views on its use.
Keywords: Care worker, learning disabilities, psychotropic medication and qualitative 
methods
Nationally there is a high prevalence of psychotropic medication prescription in 
individuals with learning disabilities and the role of the care worker is constantly 
changing in relation to the administration of medication to service users. However, little 
is known about care workers' views on such role changes.
The aim of this study was to explore care workers’ views on the use of psychotropic 
medication for people with learning disabilities and their role in the administration of it 
through the use of integrated methods (focus groups and individual interviews). The 
purposive sample included 24 care workers from sixteen care homes in a large mental 
health and learning disabilities NHS Trust.
Médicalisation was utilised as a conceptual model of theorising and making sense of the 
relationships among the findings identified from the study.
The findings were analysed through thematic analysis by utilising the Framework model. 
The data from the individual interviews and focus groups were explored together so that 
the findings of the study were based on the convergence of information from the different 
sources.
The findings showed a mix of negative and positive opinions with regards to the use of 
psychotropic medication. Some participants discussed how medication has benefited the 
lives of service users, enabling them to be part of society and have a better quality of 
life. However, where specific protocols or guidelines were not in place it increases the 
possibility of inappropriate use and abuse. In common with previous research this study 
found clear relationships between service user choice and service user ability. The abler 
the service user, the more support they received in making choices.
Many of the care workers have limited support in undertaking their role and this role is 
dependent on the power and status which they have within the service they work and the 
professional relationships they share. Access to formal training is minimal or often 
inadequate but most of the care workers valued a “learning on the job" style of gaining 
and sharing knowledge.
In conclusion the findings indicate that social care services for people with learning 
disabilities follow a medical model with regards to medication management. However, a 
social care model governs the care workers that are employed and trained within these 
services. There appears to be discrepancies in this approach to service delivery as the 
two models of care are not always complementing each other and this impedes the care 
worker to effectively carry out their role in medication management.
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Introduction
Concern in the literature has been widely expressed about the high frequency with which 
psychotropic medication is prescribed to people with learning disabilities and often with 
poor indications (Allen 2008; Kiernan et al. 1995). This information is supported by a 
recent audit in the National Health Service (NHS) Trust in which this research took 
place, which gave an insight into the large amount of psychotropic medication prescribed 
for this client group (Musselwhite 2004). Given the high prevalence of psychotropic drug 
prescription for individuals with learning disabilities and the medical, legal and ethical 
issues surrounding their use, there appears to be a need for further information on the 
dynamics of medication practices to be available to clinicians, researchers and service 
users. The theoretical framework used to underpin this study was médicalisation. This 
framework assisted in exploring if services for people with learning disabilities are truly 
de-medicalised as is the intension of the deinstitutionalisation and the philosophy of 
normalisation (DeJong 1983).
Since the introduction of deinstitutionalisation and normalisation, there has been a 
decrease of learning disabilities nurses and an increase of unqualified care workers 
working with people with learning disabilities (Ryan and Thomas1995). As a 
consequence of the shift in staff ratios more and more care workers are required to 
administer medication including psychotropic medication as part of their role. The 
literature within this field reveals that most studies that have been conducted with 
regards to care givers' (nurses, doctors, parents etc) opinions of pharmacological 
interventions for people with learning disabilities did not seek the opinions of care 
workers. Ironically it is these individuals that are critically important to the well being of 
people with learning disabilities living in social care homes because they spend the
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biggest proportion of time with the consumers, and are usually responsible for 
implementing and monitoring treatment. Of the few studies that did address care 
workers’ views of the above issues, the methods used for the study have been 
quantitative and have not explored carers’ views in sufficient depth. It is this gap in the 
literature that has been addressed in this qualitative study.
The aim of the study was to explore care workers’ views on and role in the 
administration of psychotropic medication for people with learning disabilities within 
social care homes.
The design of the study was qualitative, using a mixed method, integrated approach.. 
The research methods utilised for the study were individual semi-structured interviews 
and focus groups. The methods utilised in this study had equal weighting in their 
implementation and were integrated at the point of analysis through to the theoretical 
interpretation stage of the study.
The main analytic categories derived from the literature informed the interview 
schedules. Interpretation of meaning was undertaken through thematic analysis using 
the Framework model (Ritchie and Spencer 1993). This process identified the analytical 
themes to emerge from the data and the master themes which emerged from the 
analysis of the data.
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Summary of chapters
Chapter 1 provides background information relating to definition and epidemiology of 
learning disabilities. An historical overview is described in relation to policy and de­
institutionalisation.
The Literature review is presented in chapter 2. Following a description of the search 
strategy, the following themes emerging from a critical analysis of the literature are 
discussed: Medication is considered especially in relation to psychotropic medication for 
people with learning disabilities. The chapter addresses the issue of mental health and 
challenging behaviour and considers alternative interventions and service user choice. 
The roles of learning disability nurses and care workers are discussed in relation to 
training and support. Overviews of additional theoretical concepts and theories are 
provided in the last part of this chapter under the headings: Médicalisation (theoretical 
framework). Emotional intelligence. Transactional analysis and Tacit knowledge and 
communities of practice. Conclusions and gaps are identified from the literature which 
informs the design of the study.
Chapter 3 addresses the design and methodology with aims and objectives articulated.
In chapter 4, the methods for this project are meticulously described, including in depth 
analysis of integrated methods, data collection processes, reliability and validity and 
ethical considerations.
Chapter 5 explores data analysis, the analytic framework is then explained and the 
process of analysis described.
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In chapter 6  the findings are articulated. The researcher's biographical information is 
discussed here followed by the findings (analytical themes) of the analysis which are 
presented under the five key areas.
Chapter 7 presents the discussion. Following a discussion of the findings in relation to 
the master themes and the literature, methodological issues are considered and an 
evaluation is made on the extent to which the research questions were answered and 
the adequacy of the methodology used. Strengths and limitations of the study are 
elaborated upon and the original contributions made by this study are identified. 
Implications for practice, education and research are addressed with recommendations 
made and conclusions drawn.
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Chapter 1 Background
1.1 Learning disability: definition and epidemiology
For the purpose of this study the use of the term 'learning disabilities' will be employed, 
as this is the current term used in the UK to describe people with impaired social 
functioning due to intellectual deficits. The international term remains ‘mental retardation’ 
which is synonymous with learning disabilities (WHO 1980).
The basic concepts of the World Health Organisation (WHO) International Classification 
of Impairments, Disabilities and Handicaps (1980) provide a coherent structure for this.
"Impairment is a fault in an organ or body system; disability is a loss of function 
normal for any human being; handicap is a social disadvantage occurring from 
the impairment and disability." (WHO 1980:6)
In the document. Valuing People (DH 2001a) from the Department of Health, learning 
disability is described as meaning the presence of:
• A significantly reduced ability to understand new or complex information, to 
learn new skills (impaired intelligence) with
• A reduced ability to cope independently (impaired social functioning)
• Which started before adulthood, with lasting effect on development.
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Traditionally, intellectual functioning was measured by Intelligence Quotient (IQ) tests 
and a significantly sub-average intellectual functioning was defined as an IQ of 70 or 
below. However, IQ tests are now treated with some flexibility as a learning disability can 
be excluded if there are no significant deficits in adaptive functioning as detailed in the 
quote above (Winterhalder 1997).
The DH (2002) in Learning Disabilities: facts and figures, estimates that there are 
approximately 210,000 people with severe (IQ 20 -  34) and profound (IQ below 20) 
learning disabilities: around 65,000 children and young people, 120,000 adults of 
working age and 25,000 older people with learning disabilities. Most live, initially, in their 
family homes and later on in residential accommodation. In the case of people with mild 
(IQ 50 -  70) or moderate (IQ 35 -  49) learning disabilities, lower estimates suggest a 
prevalence rate of around 25 per 1,000 population about 1.2 million people in England 
(DH 2002).
The Department of Health (DH 2001a) states that most people with learning disabilities 
have greater health needs then the rest of the population and are more likely to 
experience mental illness. Major reviews carried out internationally (NHS Scotland 2004; 
Hollins et al. 1998 and Decoufle & Autry 2002) indicate that people with learning 
disabilities have an increased risk of early death compared with the general population: 
mortality rates are particularly high for those with severe impairments (Ouellette-Kuntz et 
al. 2004). For some mortality and morbidity are related to their impairments, such as 
obesity and heart disease, which are associated with some genetic causes of learning 
disabilities (NHS Scotland 2004). Among young people with a learning disabilities in one 
state in the United States, the mortality rate has been found to be almost three times 
higher than average (Decoufle and Autry 2002). In another major review, Hollins et al.
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(1998) found that, in two districts in London, the risk of dying under the age of 50 
between 1982 and 1990 was 58 times higher for people with learning disabilities than in 
the general population. They found that the main cause of death for people with learning 
disabilities is respiratory disease, linked to pneumonia, swallowing and feeding problems 
and gastro-oesophageal reflux disorder (Hollins etal. 1998).
The DH (2001a) suggests that the number of people with severe learning disabilities 
may increase by around one per cent per annum for the next 15 years as a result of; 
increased life expectancy for people with learning disabilities, (especially with Downs 
syndrome); growing numbers of children and young people with complex and multiple 
disabilities who now survive into adulthood and a sharp rise in the reported numbers of 
school age children with autistic spectrum disorders (some of whom will have learning 
disabilities) (DH 2001a).This increase will have an immense impact on service provision 
and resources for this population.
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1.2 History, policy and deinstitutionalisation
The following chapter discusses the history of policy development for people with 
learning disabilities. It illustrates the turbulent journey of non- existent or abusive care 
and highlights the continual struggle for equality in healthcare provision. Further it will 
exemplify the transition from the medical to social model of care.
Before the end of the eighteenth century, the care for people with learning disabilities 
was not deemed a matter of public concern or debate. The question of whether and how 
people with learning disabilities could be “improved” first attracted public recognition 
through the experiments of a Frenchman called Itard, who found a ’Savage’ boy in the 
woods that could only make grunting noises and ate only berries. The boy's behaviour 
and development overtime was closely documented (Ryan and Thomas 1995).
In 1896 the National Association for the ‘Care and Control of the Feeble Minded’ was set 
up and began to function as a pressure group for the lifetime segregation of 'defectives'. 
Their emphasis was on the prevention of sexuality and reproduction. This was motivated 
by middle-class fears of working class fertility and was greatly fuelled by the Eugenics 
Movement’s scaremongering about the likely decline in the talents of the British people 
(Ryan and Thomas 1995). In 1908 the Radnor Commission was set up to make 
legislative recommendations relating to the causation of mental defect, and arrived at the 
conclusion that ‘feeble mindedness’ is largely inherited. This led to the establishment of 
single sex institutions, where they would be retained to stop procreation (HMSO 1908).
The Mental Deficiency Act (DHSS 1913) introduced compulsory certification for people 
admitted into institutions as ‘mentally defective’. This Act established the basis of a
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separate and unified service, which would exclude ‘mentally defective’ people from other 
welfare and social agencies as well as from the general education system.
The Mental Health Act (DHSS 1959) heralded a new era for people with learning 
disabilities. Those who were resident in long term hospitals were no longer subject to the 
legal constraints of the 1913 Mental Deficiency Act (DHSS 1913) and were free to move 
out if they wished. For those who had never been in hospital but had always lived with 
their families, 'care in the community’ became a realistic option. Local authorities built 
adult training centres, invested in training programmes and provided residential care 
(Russell 1997).
In 1967 and again in 1968 public attention was drawn to the conditions in ‘mental 
handicap’ hospitals through two newspaper articles (Ely Hospital and Harperbury 
Hospital). Ill treatment of patients and serious deficiencies were found in both hospitals.
In response to these and other exposures ‘Better Services for the Mentally Handicapped’ 
(DHSS 1971), a government policy document was published. It set the framework for 
much of the ensuing debate and criticism about such hospitals and eventually led to 
deinstitutionalisation (Ryan and Thomas 1995). It argued that “much of the medical 
presence is both unnecessary and counterproductive...management of stabilised 
disabilities is primarily a personal matter and only secondarily a medical matter.”
(DeJong 1983:15).
The deinstitutionalisation of people with learning disabilities and the underpinning 
philosophy of normalisation have led to a more de-medicalised service model. It has led 
service provision for people with learning disabilities to move away from segregation and
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containment, towards models of care that facilitate inclusion and participation. Nirje
(1976:34) described normalisation as
“making available to all mentally handicapped people patterns of life and 
conditions of ordinary living which are as close as possible to the regular 
circumstances and ways of life of society...i.e. making their life conditions as 
normal as possible, respecting the degree and complication of their handicaps, 
the training received and needed, and the social competence and maturity 
acquired and attainable.”
In the UK there was much academic criticism of normalisation, and considerable
confusion over the differences between it and Wolfensberger’s reformulation and
development of the theory of Social Role Valorisation (1983). Wolfenberger (1998:5)
describes Social Role Valorisation as
“a high order concept for addressing the plight of societally devalued people, and 
for structuring human services.”
The main criticisms of normalisation and social role valorisation were that they were too
service controlled. Consequently, in the UK normalisation and social role valorisation
took up a particularly institutional and medically oriented view. In the early 1990’s there
was the parallel development of what became seen as an alternative, or even a
replacement, namely the social theory of disability. The social model of disability views
disability as “a situation of collective institutional discrimination and social oppression”
(Oliver and Barnes 1998:3). The social model of disability is concerned with barriers
within our society which serve to disable people with impairments: it is the failures of
society to accommodate people with impairments that cause disability and lead to
discrimination.
Nine years after the 1971 white paper, there was the publication of An Ordinary Life 
(Kings Fund 1980) which focused attention on the need to harness the principles of 
normalisation to the everyday world of practice. These principles were widely used in 
several parts of the United States, notably in ‘Eastern Nebraska Office of Mental
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Retardation’ (ENCOR). It was the stimulus provided by a small group who had visited 
Nebraska and had seen what was being achieved that led to the Kings Fund working 
party being set up.
“Our goal is to see mentally handicapped people in the mainstream of life, living in 
, ordinary houses in ordinary streets, with the same range of choices as any citizen, 
and mixing as equals with other, and mostly non handicapped members of their 
community” (Kings Fund 1980:10).
However, there has been great resistance to the philosophy of normalisation, which 
highlighted the fact that learning disability nurses and medical staff’s careers have 
traditionally been based on the non-normality of people with learning disabilities (Ryan 
and Thomas1995). In reaction to the criticisms of the institutions, a hospital action group 
led by a doctor was formed to advertise the advantages of hospital life and to counter 
what they regarded as constant adverse negative publicity. They emphasised the 
advantages of hospital life, particularly for those people with severe learning disabilities 
(Crossman 1977). However, in 1979 the 'Committee of Inquiry into Mental Handicap 
Nursing and Care Report' (Jay report) was published which refuted the suggestion that it 
is impossible for people with severe learning disabilities and or multiple physical 
disabilities to live outside hospital (Jay 1979).
The NHS and Community Care Act (1990) strengthened the duties of local authorities to 
ensure that there are adequate care management systems in place to respond to 
individual requests for services. This includes assessing need and planning care based 
on these needs or deliver services to meet them where appropriate (DH 1990).
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One of the most seminal reports in the Learning Disabilities field in the 1990’s was the 
Mansell Report (DH 1993), chaired by Professor Jim Mansell, which was concerned with 
how to develop individualised services and support for people who were labelled as 
challenging the services.
Valuing People: A New Strategy for Learning Disability for the 21 Century (DH 2001a) 
was the first White Paper on Learning Disability for thirty years. It set out an ambitious 
and challenging programme of actions for improving services. The proposals were 
based on four key principles: Civil Rights, Independence, Choice and Inclusion. Its 
proposals are intended to result in improvements in education, social services, health, 
employment, housing and support for people with learning disabilities and their families 
and carers. (For a full critique of this white paper see Policy review Part two of this 
thesis).
Between the publication of the 1971 White paper (Better Services for the Mentally 
Handicapped) and the 2001 (Valuing People) White paper, there have been great 
changes in philosophy and practice regarding people with learning disabilities. One 
major change, as alluded to above, has been the shift from institutional provision 
towards inclusive community based care, which was the key goal in the 1971 White 
paper. Conversely, there are discrepancies between the philosophies of 
deinstitutionalisation and normalisation and policy development and such discrepancies 
have led to several assumptions within the formation and implementation of policies that 
care should be provided within an administratively segregated system of welfare 
production. Consequently, the policy agenda for people with learning disabilities 
reinforces individual models of disability and obscures the consideration of other modes 
of welfare production based on participation, integration and equality. However, on a 
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more positive note healthcare policies are making doctors working within the field of 
learning disabilities more accountable for their performance as these policies build on 
general management and focus particularly on the introduction of new forms of 
regulation to raise standards within the NHS such as NICE (National Institute of Health 
and Clinical Excellence) and CHAI (The Commission for Healthcare Audit and 
Inspection), according to (Ham 1999).
In 2006, the Disability Rights Committee’s (2006) investigation showed that people with 
learning disabilities receive fewer screening tests and fewer health investigations. It 
showed that people with learning disabilities were less likely to get the healthcare they 
needed. The MENCAP "Death by Indifference’ report (2007) (which follows the Treat me 
right’ report MENCAP 2004) reiterates this view stating that there is institutional 
discrimination within the NHS and this is why people with learning disabilities get poorer 
healthcare then non-disabled people. It makes links between the Stephen Lawrence 
inquiry (Macpherson of Cluny 1999) and institutionalised discrimination and the care for 
people with learning disabilities:
“Institutional discrimination results when organisations fail to make changes in the 
way they deliver their services to take into account people’s differing needs. Nor does 
the organisation deal with ignorance or prejudice within the workforce and culture of 
the organisation (MENCAP 2007:18.)”
Services for people with learning disabilities have once again been brought to the 
forefront as a result of the Healthcare Commission's 2007 national audit on learning 
disabilities care in the NHS, entitled ‘A life like no other’ (Healthcare Commission2007). 
This audit, designed and carried out involving people with learning disabilities, family 
carers and people working in the sector, found that services were blighted by poor 
standards of care and that unacceptable variations existed in the quality of services 
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provided across England. It noted that even in the best services, the quality of the care 
offered fell short of the standard expected of modern services. Numerous examples of 
poor leadership, poor training and an absence of a framework to measure the 
performance of services were found. Consequently, people with learning disabilities 
living in these services were found to live in poor physical environments, offered few 
choices in how they lived their lives and were isolated from their communities. The 
Healthcare Commission has now announced plans to carry out a national review of how 
well Primary Care Trusts and Local Authorities purchase services on behalf of people 
with learning disabilities, working with the Commission for Social Care Inspection.
It would be fair to conclude that although over the course of history, services for people 
with learning disabilities have been inadequate at best, with evidence of a neglected 
service leading to institutionalised discrimination. The above discussion does recognise 
that some improvements have been made, however; show there is still a long way to go 
to ensure that people with learning disabilities receive effective and equitable health 
care.
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Chapter 2
2.1 Literature Review
The main aim of the literature review is to explore the development of services for 
people with learning disabilities, the expansion of the role of the care worker and the 
impact this has had on psychotropic medication management. The review for this 
research has been ongoing from the beginning of the course and has been built upon as 
each new component of the portfolio has been created (2004 -  2008). The literature has 
been fundamental in underpinning and steering the research. The inclusion criteria 
included English language, papers from other countries and in other care services due to 
the limited literature looking at care workers working in learning disabilities services in 
this country. The literature included both empirical research and key policy reports. The 
rationale for this was to gain a greater understanding of the policy drives and how this 
underpinned the services we have today. A concerted effort was made to obtain the 
most up to date literature but this needed to be extended to widen the quantity of 
literature and to include seminal research within this field. Literature pertaining to solely 
focusing on educational services and family carers was excluded as this has been either 
debated in the policy review or was steering away from the focus of the project. The 
secondary aim of the following review is to give an overview of theories and bodies of 
knowledge found to be central to the analysis of the data.
The following table shows some of the sources that have been used to gather the 
relevant research.
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Table 1 -  L iterature search
Searches Resources
Learning disabilities National electronic library for mental health
Mental Health National institute for mental health
Medication The Sainsbury Centre for mental health
Psychotropic medication Royal college of psychiatrists
Antipsychotic medication The British institute of psychiatrists
Care workers National institute of health and clinical
Social care excellence
Learning disabilities and medication Department of Health
Institutionalisation Cochrane Library
Normalisation MEDLINE
Médicalisation EMBASE
Learning disabilities and mental health CINAHL
Challenging behaviour BNI
Learning disabilities services PsyclNFO
The process utilised to review the literature was influenced by Sandelowski’s (1995) 
stages of data analysis. The rationale for using this method was that it helps to facilitate 
systematic critical analysis of each paper and assists in synthesising the findings of the 
review. There were four stages of the review, which involved firstly the literature 
searching process of acquiring the relevant papers. Secondly, each paper was critiqued 
and main themes and findings were noted. The next stage was to re-read the most 
relevant papers and then to divide the papers into individual files depending on the 
consistency of findings and themes. The fourth and final stage was to re-examine the 
content of the themes and identify consistencies and incongruities in the papers 
reviewed. This process helped form the theoretical framework of médicalisation and led 
to the key themes of research questioning which was as follows. The role of the care 
worker, the training care workers receive; the support care workers obtain; the role of the 
care worker in administering medication; the implications of the use of psychotropic 
medication for people with learning disabilities and the subject of service user choice.
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While the structured review process above informed the focus of the research, the 
analysis of empirical data emerging from the study required subsequent exploration of 
additional theoretical concepts and theories. Overviews of these are provided in the last 
part of this chapter under the headings: Médicalisation (theoretical framework), 
Emotional intelligence. Transactional analysis and Tacit knowledge and communities of 
practice.
Revised Thesis 2009 Page 25
2.2 Medication
The following section will discuss the use of psychotropic medication for people with 
learning disabilities and will explore more broadly the use of medication and the possible 
explanations and consequences of this use.
2.2.1 Psychotropic medication for people with learning disabilities
The word psychotropic (psycho = mind, trops = turning) implies alteration of the mind, 
and all drugs that affect the mind in any way could technically be regarded as 
psychotropic drugs. In practice, the term is usually employed to describe drugs that have 
principle effects are on thought, activity, behaviour and sleep. The medications that fall 
under the term psychotropic are: antipsychotics, antiepileptics, antiparkinsonian, 
antidepresants, mood stabilisers, hypnotics, anxiolytics and antimuscarnics.
Concern has been widely expressed about the high frequency with which psychotropic 
medication is prescribed to this client group and often with poor indications. About 20 
percent of people with learning disabilities living in the community and even more of 
those living in healthcare services are prescribed antipsychotic medication (Allen 2008). 
This is high considering the low percentage of diagnosed mental illness for people with 
learning disabilities. Those people with a learning disability may suffer from the same 
mental illnesses as the rest of the population and drug treatment is similar in both 
groups. However, in the former these drugs are often used even when there is no 
evidence of mental illness. They are widely utilised by people with learning disabilities 
who are behaviourally disturbed in order to control aggression and self-injurious
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behaviour (Kiernan et al. 1995). According to Crabbe (1995) the psychopharmacology in 
learning disabilities is more of an art than a science.
Interestingly, although the use is high there has been a decline in the prescribing of this 
type of medication for this client group. The incidence of the prescription of psychotropic 
drugs has altered in frequency over the past three decades (Lock 1988). Following the 
launch of neuroleptic drugs in the late 1950s, this medication became widely employed 
within a short period. In recent times there is more recognition of the hazards of these 
medications and so consequently are used more sparingly. This was also enhanced by 
the ‘Coldwater’ studies in the late 1980s in the United States, in which it was shown that 
discontinuation of Thioridazine, the most commonly prescribed neuroleptic drug in 
treating behavioural disturbance in those with learning disability, was associated with 
improvements in behaviour, alertness and cognitive functioning. These findings however 
were later found to be fraudulent (Lock 1988). Other research however disputes that 
there’s been a decline in the use of psychotropic medication. Burstow (2002) challenges 
this decline in use and asserts that the consequences of over-medication have been 
studied extensively and has been well reported. Despite that evidence, poor practice has 
persisted in the United Kingdom, and the prescription of antipsychotic medicine has 
continued to rise.
The above insights are being mirrored for services for older people without learning 
disabilities. Over the past 20 years concern has grown about the inappropriate use of 
antipsychotic medication in the care of the elderly, and drugs that were developed for 
one purpose have been switched to other purposes. A report entitled "Keep Taking the 
Medicine" (Burstow 2002), which examined the evidence for over-medication and 
inappropriate medication of older people in care homes drew on responses from 
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Parliamentary answers and on an extensive review of both domestic and international 
research evidence. It concluded that antipsychotic medication was being used 
inappropriately to "chemically manage" some residents in care homes. The report called 
for action and set out seven recommendations, including more frequent reviews of 
medication in care homes, better documentation of prescribing, tougher requirements for 
the proportion of trained staff, and a change in the law governing informed consent. 
There are striking similarities with these findings and the findings of related research 
within learning disabilities services. This would give further impetus in linking these two 
client groups as being the unheard voices and being provided Cinderella services.
A real concern for the use of this medication is that psychotropic drugs are associated 
with higher mortality rates. Many adverse interactions between general medical and 
psychotropic drugs have been reported (Goldman 2000). A number of psychotropic 
drugs have, for instance, a well-demonstrated risk of cardio toxicity, with potentially 
deleterious effects on electrophysiology and myocardial function (Davidson 2002).
Other unwanted side-effects can include tremors, dribbling of saliva, feeling rigid, 
restlessness, feeling dizzy, abnormal face and body movements and weight gain. Some 
of these symptoms are often associated with Parkinson's disease and so are often 
treated with anti-parkinson drugs. For people with learning disabilities taking 
psychotropic medication can result in serious complications, such as increased 
confusion, constipation, postural instability, falls, incontinence, weight gain, changes to 
hormones and body chemistry, and movement disorders (Ouellette-Kuntz et al. 2004).
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2.2.2 The general use of medication
The House of Commons Health Committee (2005) drew the publics’ attention to the 
over-reliance on medication through their report called The Influence of the 
Pharmaceutical Industry’. They said that drug companies have fostered an over-reliance 
on dangerous and inappropriate medicines, as an increasingly medicalised society turns 
to a pill for every problem. They also accused the Department of Health of conflict of 
interests in balancing the priorities of the pharmaceutical industry and patients. In ten 
years, the amount spent on medicines has doubled to £7.5 billion a year (The House of 
Commons Health Committee 2005). The Committee claimed that it is the 
pharmaceutical industry that are to blame for the over reliance of medication and 
described its self-regulation as "ineffective" and are calling for an independent 
certification of medicines. The committee further stated that drug companies have too 
much control over their own clinical trials and accuse the pharmaceutical industry of 
acting as "disease-mongers", aiming to class as many people as possible as "abnormal" 
and requiring drugs, particularly those with mild depression. Such a process, the 
committee argues, has led to an unhealthy over-reliance on, and over-use of, medicines 
by also diverting resources and priorities from more significant diseases and health 
problems. They elaborate on this by saying that much of this was because patients 
complaining of mild depression were increasingly being prescribed anti-depressants, 
rather than being made aware that unhappiness is part of the spectrum of human 
experience, not a medical condition.
In a provocative paper, Pawluch (1983) shows how in a changing social environment 
paediatricians were able to adapt their orientations to maintain their practices. In the 
context of an improved standard of living, public health measures, and preventive
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vaccinations, there were fewer sick children for paediatricians to treat. Pawluch (1983) 
argues that to overcome this crisis they changed the focus of their practices by 
becoming “baby feeders”, leading to the médicalisation of a variety of psychosocial 
problems in children. This can be reflected in the amount of cases of hyperactivity and 
learning disabilities in children. Hyperactivity initially applied only to overactive, 
impulsive, and distractible children, especially boys; however, now labelled as attention 
deficit hyperactivity disorder (ADHD), has become more inclusive. The diagnosis has 
expanded to include more teenagers, adults and hyperactive girls (Wender 1987). Due 
to evidence that ADHD is an inadequately specified category, labelling and treatment 
seem to be increasing. One study found a consistent doubling of the rate of treatment for 
ADHD children every four to seven years, (Safer and Krager 1988 This can be reflected 
internationally. In the 1950s, Maccoby (1974) reported finding no hyperactive children in 
the schoolrooms of the People's Republic of China. Now ADHD is the most common 
child psychiatric disorder in the country and large numbers of children are being treated 
with stimulant medications.
The organisation and structure of the medical profession undoubtedly has an important 
impact on the use of medication. What is often deemed as controversial is GP's 
willingness to accept hospitality from the pharmaceutical industry and act uncritically on 
the information supplied by drug companies. In the House of Commons Health 
Committee (2005) report they asserted that some GPs had prescribed SSRIs (Serotonin 
selective re-uptake inhibitors), the controversial anti-depressants linked with high rates 
of suicide, on a grand scale. It was also highlighted that GPs have more prescribing 
powers than hospital specialists do and greater vigilance was needed to guard against 
excessive or inappropriate prescribing. This is compounded by the fact that GPs now run
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their surgeries as businesses and so the issue of cost over effectiveness is also an 
issue.
In conclusion there is still a high incidence of psychotropic medication prescribed for 
people with learning disabilities. The real concerns with these practices are the health 
implications this medication can produce. It is argued that there is an over-reliance on 
medication in general and the forces that dominate this over-reliance are the 
pharmaceutical and medical industries. Psychotropic prescribing for people with learning 
disabilities is predominately for challenging behaviours as opposed to a diagnosed 
mental illness and there are parallels with these practices with services for older adults.
2.3 Mental health and challenging behaviour in people with learning 
disabilities
The following section is divided into two sub chapters. They will discuss the issues 
associated with the diagnosis of mental illness in people with learning disabilities and the 
concept of challenging behaviour.
2.3.1 Mental illness
The aim of the National Service Framework for Mental Health (DH 1999), is to drive up 
quality, tackle variations in access to care, increase the effectiveness of care and 
enhance user and carer experience by ensuring changes are systematic and 
sustainable. A person with a learning disability who has a mental illness should therefore 
expect to be able to access services and be treated in the same ways as anyone else. 
This Framework is of particular importance as many people with learning disabilities are
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in fact more vulnerable to mental illness than the general population at large (Crabbe 
1995). Russell (1997) reiterates this point arguing that people with learning disabilities 
appear to be much more sensitive to stress than other members of the community. In 
particular they are likely to be vulnerable to the consequences of physical ill health, 
social isolation, physical abuse and environmental pressures. For some people with 
learning disabilities there may be additional social and emotional problems consequent 
upon their failure to develop adequate language skills or the complications associated 
with repeated epileptic seizures. In addition to their social vulnerability, they may also be 
less physically robust on account of physical disability, metabolic disorder or brain 
damage. These issues are highlighted in Valuing People (DH 2001a) which states that 
people with learning disabilities have greater health needs than the rest of the population 
and are more likely to experience mental illness.
Crabbe (1995) asserts that conventional psychiatric treatment can enhance the quality of 
the lives of people with learning disabilities and whenever possible, specific psychiatric 
disorders should be identified followed by appropriate pharmacological interventions. 
However, the issue of gaining a mental health diagnosis for someone with learning 
disabilities is often contentious as well as being very difficult. According to Raghavan et 
al. (2004) although people with learning disabilities experience a range of mental health 
problems their needs are neither well understood nor being met. An explanation as to 
why their needs are not being addressed could be the problems associated with making 
a diagnosis and then as a consequence the inability to access appropriate services. A 
mental health diagnosis for people with learning disabilities can be fraught with difficulty. 
Some people with a learning disability may not be able to give a coherent account of 
their thoughts and feelings and as a consequence problems will be poorly diagnosed. 
Distinguishing a psychiatric disorder from other 'abnormal behaviours' may be very
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difficult. When making a diagnosis of a psychiatric disorder in an individual who does not 
have learning disabilities they are able to show not only that they can recognise different 
behaviours, but also what it means to be happy, sad or frightened. Many people with 
learning disabilities are unable to communicate their thoughts and feelings clearly 
making it difficult to come to a definite mental health diagnosis (Reed and Clements 
1989).
Distinguishing behavioural disturbances from psychiatric disorders is problematic, and 
empirical and conceptual issues concerning the nature of these disorders brings into 
question the validity and reliability of psychiatric diagnosis in people with learning 
disabilities. According to Sovner and Hurley (1983) psychiatrists construed the severe 
regression, withdrawal and self-injury and aggression of people with learning disabilities 
to be signs of an underlying psychotic illness. More recently it is believed that the 
prevalence of schizophrenia and other psychotic illnesses have been over-reported and 
people with learning disabilities in fact suffer from the full range of psychiatric illnesses 
including affective and anxiety disorders, which to some extent, have been interpreted 
as challenging behaviours. It can also be argued that anxiety disorders might not pose 
such a challenge to services as psychotic illnesses could. This would indicate that the 
under-diagnosis of anxiety disorders is due apathy of those providing the service or an 
inability of recognising the signs.
2.3.2 Challenging behaviour
The use of psychotropic medication for defined mental illness in people with learning 
disabilities is not medically controversial. However, these drugs are often employed in 
the control of aggressive and disturbed behaviour, in reducing hyperactivity and in
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stereotypic behaviours (Wressell etal. 1990). Emerson (1995:13) defines challenging 
behaviour as,
“ severely challenging behaviour refers to behaviour of such intensity, frequency 
or duration that the physical safety of the person or others is likely to be placed in 
serious jeopardy, or behaviour which is likely to seriously limit or delay access to 
and use of ordinary community facilities.”
In Emerson et a/.’s (2000) study of staff approaches to challenging behaviours they 
found that the most commonly used interventions were restraint, sedation and seclusion. 
The most common treatments were the use of goal setting and antipsychotic medication. 
Kon (1998) concurs with these findings stating that antipsychotics are often used in the 
control of challenging behaviour such as self-injury, hyperactivity or aggression. The 
medication sedates the individual so that he or she is less likely to react and be 
disruptive. In a randomised controlled trial, Tyrer et al. (2007) tested the hypothesis that 
antipsychotic drugs were no better than a placebo in reducing challenging behaviour in 
people with learning disabilities. The findings supported the hypothesis that those people 
given the placebo did not show evidence of worse response than those assigned to take 
the antipsychotics. In fact after four weeks, aggression had decreased in all three groups 
but the greatest reduction was in the placebo group. The researchers do not indicate 
however that antipsychotics should be disregarded altogether. Particularly as evidence 
indicates that such drugs are effective in children with autism and challenging behaviour, 
and in preventing further aggression in those given antipsychotic drugs as an emergency 
measure. What they do stress is
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“The routine prescription of antipsychotic drugs early in the management of 
aggressive challenging behaviour, even in low does, should no longer be 
regarded as a satisfactory form of care (Tyrer et al. 2007:63).”
Further they go on to say
“Our findings emphasise the dangers of treating challenging behaviour as though 
it were a precise, diagnostically useful sign, when it is heterogeneous and without 
diagnostic precision. (Tyrer 2007:63)”
What is poignant about this particular study in relation to the placebo group is that it 
demonstrates firstly the influence that medication has had on them for them to 
understand that it is used firstly to change behaviour and secondly their ability to 
change their behaviour without any pharmacological intervention. This would promote 
the notion of utilising alternative methods to address challenging behaviours.
In conclusion, the literature indicates that although people with learning disabilities are 
more susceptible to mental illness they are not always able to access the services to 
help them due to the difficulties of obtaining a formal diagnosis. However, when service 
users are exhibiting challenging behaviours then psychotropic medication is utilised. The 
concern over this type of treatment is that it is only a short-term measure; it does not get 
to the root of the problem and has the potential for abuse. It would also indicate that 
those service users displaying signs of mental illness such as depression are not being 
treated in any way, as the symptoms are not as disruptive as aggressive behaviour. 
These assertions lend themselves to the exploration of alternative interventions as an 
alternative or addition to psychotropic medication.
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2.4 Alternative Interventions
The following discussion will identify and discuss the use of alternative interventions as 
an alternative or addition to psychotropic medication. The benefits of their use and the 
limitations of their implementation will be examined.
According to the Mansell report (DH 2007) (which is the updated version of the 1993 
study) the use of antipsychotic medication as a means of behaviour control does not 
cure the problems but only masks them. It emphasises that the most satisfactory form of 
care for people with learning disabilities and challenging behaviours is the use of 
psychological treatments. Ball et al. (2004) reiterate this point by arguing that there is a 
large body of evidence which identifies that a number of interventions, such as those 
based on behavioural approaches, can successfully reduce challenging behaviours in 
people with learning disabilities and can be more effective than pharmacological 
treatments.
There is an array of alternative interventions to psychotropic medication or can be used 
to compliment the medication. An example of a physical treatment as opposed to 
psychotropic medication is electro convulsive therapy (ECT). It is usually reserved for 
the more severe types of depressive illness and the advantages are that it is quick 
working and is very safe with few side-effects (Winterhalder 1997).
Social interventions are where attempts are made to elicit which factors predisposed to, 
caused or perpetuated a mental illness or challenging behaviour in an individual. Social 
treatments can address areas such as housing, financial assistance, education, social 
activities and family and peer relationships (Winterhalder 1997).
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There are a variety of psychological treatments for mental illness and behaviours that 
challenge. The most popular include psychotherapy, cognitive therapy and behavioural 
therapy. Described in their simplest form, in psychotherapy the therapist tries to help the 
service user to overcome emotional problems by a combination of listening and talking.
In cognitive treatment, the therapist attempts to change one or more disordered ways of 
thinking that characterise the disorder. In behavioural therapy, the clinician attempts to 
alter a prominent behaviour by carrying out an incompatible behaviour. In 
psychotherapy and cognitive therapy verbal communication is central to the therapy.
This highlights the limitations of these therapies as they rely heavily on verbal 
communication which can be a problem for many people with learning disabilities. This is 
a contention of Mansell's report (DH 2007) which emphasises that the most satisfactory 
form of care for people with learning disabilities and challenging behaviours is the use of 
psychological treatments. Making blanket statements about people with learning 
disabilities can be very unproductive. In contrast, behavioural therapy is often a very 
popular intervention for people with learning disabilities as it does not rely on verbal 
communication. Behavioural approaches to intervention conceptualise challenging 
behaviours as being operant behaviour. This is behaviour that is shaped and maintained 
by its environmental consequences. The behaviour serves a function and has been 
shaped through the persons interaction with their physical and, perhaps more 
importantly, social world. It can be thought of as behaviour through which the person 
exercises control over key aspects of their environment (Emerson and Kiernan 1997).
The question to be posed is if behavioural interventions are deemed as an effective 
intervention then why are they not more readily utilised? According to McKenzie et al. 
(2005) a possible explanation for this might be that the skills required for behavioural
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interventions are not available to staff. Ball et al. (2004) have indicated that there is a 
need to involve professionals skilled in behaviour management in interventions for 
people with learning disabilities and challenging behaviour. This is reiterated by Lindsay 
(2001) who argues that psychologists should have a key role in providing behavioural 
guidelines and support. However, they assert that access to this support can be scarce 
as clinical psychologists working in the field of learning disabilities are few and far 
between.
McKenzie et al. (2005) identify a variety of reasons why alternative interventions are not 
utilised. Often there are inconsistencies in the staff team in applying approaches or 
practical issues such as limited team meetings to discuss the implementations. Staff 
may differ in their beliefs in the causes of the behaviours, which may cause them to 
respond differently. This in part could be due to the experience of the staff and their 
knowledge and skills. In McKenzie et al.’s (2005) study staff with more experience had a 
greater knowledge of alternative interventions. Practical barriers were also cited as the 
cause to not implementing alternative interventions. Amongst these were a lack of time 
to implement certain approaches and a lack of time to discuss them. These contributing 
factors were highlighted in the Mansell report too (DH 2007) stating that the problem with 
psychological methods (including behavioural interventions) are that they are often short 
lived because staff are unable to maintain interaction with service users over time, so the 
individual’s challenging behaviour becomes useful and is applied again and again. This 
may indicate why medication is a more practical alternative to behavioural interventions. 
If staffs are unfamiliar with introducing such programmes then it could be deemed as 
adding to their work load. Administering a pill is, in a short-term perspective, quicker than 
embarking on a long term behavioural change programme. Further, the literature 
indicates that care workers are generally not supported in carrying out such 
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interventions. Taylor and Bogdan (1984) found that although carers were expected to 
carry out behaviour programmes with service users they were not involved in the 
planning of them and they were very unrealistic. Psychologists were reported not to 
have consulted with the carers and often the materials needed to implement the 
programmes were not available.
In conclusion the literature indicates that the use of alternative interventions can be 
extremely beneficial for people with learning disabilities suffering from mental illness or 
challenging behaviour. However, the problems associated with these methods are that 
there are not enough resources to implement the interventions and/or maintain them, 
which reduces choice for service users.
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2.5 Choice
The following section will discuss the act of choice for people with learning disabilities. It 
will review the developments of choice in policy directives, their impact and discuss the 
importance of education as a tool to empowering service users.
Increasing choice is closely related to the development of personal autonomy in people 
with a learning disability (Kay et al. 1995). Rawlings etal. (1995: 137) assert that choice 
is “a response to a situation, where the response is one of a number, which is possible 
to that situation”.
The freedom to exercise choice can be seen as a motivating force that assists learning 
and is vital to the development of the self. Jackson and Jackson (1999) argue that 
choice must not be seen as an optional extra to be attempted when the basics of care 
are completed but must be seen as an integral part of each caring situation and as a 
fundamental human right that is essential to enhance the quality of life of people with a 
learning disability.
Notions of choice and self-determination have been at the centre of the ideologies and 
policies that have shaped services for people with learning disabilities over the past 
three decades. In particular, the replacement of traditional forms of institutional 
residential provision with small community-based residential services was frequently 
advocated on the basis that such services are likely to facilitate choice and self- 
determination among people with learning disabilities (Mansell and Ericsson 1996).
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“The need for a sound methodological approach in developing choice making skills is 
essential if we are to determine, in a given situation, whether someone is exercising real 
autonomy” (Mithaug and Hanavalt 1978:153).
In the White paper Valuing People (DH 2001a), concerns regarding choice were 
translated into government objectives that emphasised continuity of care and identified 
advocacy and person centred planning as routes to choice and control. Putting Valuing 
People into practice has involved developing Learning Disability Partnership Boards in 
which people from different organisations, together with people with learning disabilities 
and their carers make contributions to decisions about how services are planned and run 
(Small et al. 2003). However, it is contentious to apply the concept of choice in respect 
to people with learning disabilities. Choice can only be offered within the confines of 
what is on offer. There is not an inexhaustible amount of services that can be offered to 
people with learning disabilities. It also needs to be defined exactly what is understood 
by specific choices and what these choices would mean to individuals in different 
circumstances. What you chose for dinner is a wealth apart from where you chose to 
live. According to Hatton et al. (1996) studies using a wide variety of measures of choice 
have reported three major conclusions. Firstly, opportunities for self-determination are 
highly restricted for many people with learning disabilities. Secondly, people with 
learning disabilities living in smaller community-based residential settings generally 
experience greater choice than those in larger, more institutional settings. However, 
choice is not an inevitable concomitantly of deinstitutionalisation and rarely extends to 
major life choices, such as where and with whom to live or the hiring and firing of staff 
(Emerson and Hatton 1994). Thirdly, a number of factors have been found to be 
associated with greater choice: smaller size of home; being supported in independent or 
supported living schemes and living in a less intensively staffed environment (Stancliffe 
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1997). However, the factors having the most consistency with service user choice are 
resident ability and to a lesser extent challenging behaviour.
There is a raft of difficulties associated with measuring choice for people with learning 
disabilities and how these are acquired. Hatton et al. (2004) found that most measures 
of service user choice ask about the degree of choice exercised by service users across 
a number of items such as where they would like to live. Such issues can combine two 
separate subjects. Firstly, the service users’ capacity to make choices, and secondly the 
environmental opportunities available to support them to make choices. The notion of 
choice could therefore be a relative concept. Llewelyn and Hogan (2000) support these 
concerns and state that ‘choice’ is often used as a defence by untrained staff for 
supporting unhealthy actions by individuals who may not have the capacity to 
understand the consequences. This is where the argument is raised for best interest of 
the service user verses service user choice. Also, there is the ability of the individual with 
learning disability to answer the questions posed in interviews and questionnaires to 
consider and where completed by staff the possibility of response bias. These concerns 
can be identified in a study by Jones (2004). It was found that most of the people with 
learning disabilities in the study said their medication 'made them better' - even, in one 
case, where the person was experiencing adverse side effects. When asked to describe 
what their psychotropic medication did, they said it makes them feel 'calmer', 'stops my 
temper', 'stops my fits', 'stops my headaches' and 'makes my brain function'.
Interestingly, most of the participants saw themselves as having no choice about 
whether or not they took their medication. They had to take the medication because the 
doctor told them to, or because their carer gave it to them: “They make me take it,” “The 
staff tells me”, “I’ve been told I must”, and “I'm forced to take it” were typical comments. 
These findings can be reflected in other studies where satisfaction surveys are utilised. 
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Often the individual might answer in a way that they feel will please the member of staff 
as opposed to what they really think.
Service user education is an essential component of empowering service users to make 
choices. The literature indicates that service user ability is a big indication of whether 
they are encouraged to make choices or not. Therefore, it would stand to reason that 
some service users would need more training/education to understand the issue for 
which they are being asked to make a choice. Myers and Shepard White (2004) 
evaluated the adequacy of psychotropic medication handouts for patients with mental 
illness and found that health care education can empower service users to make 
informed decisions regarding their individual well-being and treatment options. Over 
time, patient education has increasingly included the distribution of written materials 
about a variety of healthcare topics. Healthcare personnel have found patient education 
materials to be a cost-effective approach to providing useful information quickly. In 
keeping with the psychosocial rehabilitation approach to service delivery, which seeks to 
increase a patient’s level of functioning, psychotropic medication education is a vital 
element. Healthcare providers teach patients about their medication regime and the 
importance of taking an active role in this as part of their health care. Staff often use 
written materials as tools for this education about psychotropic medications, but the 
benefits are dependent on the learners reading ability and comprehension abilities. This 
would be a crucial issue for people with learning disabilities. If they are unable to 
comprehend the materials, this may impede their learning and ability to understand their 
illness and need for medication. These materials could however be adapted and 
simplified to some extent for people with learning disabilities or pictorial and verbal 
education could be more appropriate. Myers and Shepard-White (2004) argue that the 
educational materials should be based on individual characteristics of the learner. First, 
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healthcare providers should be mindful of the person's unique, individualised 
characteristics and therefore should assess their comprehension. If needed healthcare 
providers should alter current educational materials or develop new ones to ensure they 
are aimed at the right level.
According to Jackson and Jackson (1999) choice-making requires a shift in attitude on 
the part of carers that leaves them open to facilitating real development and new 
experiences for the people that they work with. This will require the carer to question and 
challenge any stereotypes they might have about people with a learning disability. The 
introduction of choice making into the daily routine of the person will have the effect of 
challenging many routine aspects of daily life. This may involve a shift of power from the 
carer to the person being cared for as the person who is being cared for begins to assert 
their needs and wishes (Jackson and Jackson 1999). This would require a change in 
service philosophy and delivery for some services. This would challenge the 
matemalistic/paternalistic service provision and changes the dynamics of the home and 
gives the service users more autonomy and power.
In conclusion, choice can lead to greater autonomy for people with learning disabilities 
and policy change has put choice at the forefront of its developments. However, 
opportunities for choice are still restricted for people with learning disabilities. Service 
users need to be empowered to make choices with regards to their medication use and 
education could be the key. Although people with learning disabilities have a range of 
intellectual abilities choice should always underpin all aspects of their care and efforts 
made to empower them. This has implications for the role of learning disabilities nurses.
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2.6 Role of the learning disabilities nurse
As a prelude to the theme on the role of the care worker it is important to review the role 
of the learning disabilities nurse. The rationale for this is that many aspects of the role of 
the care worker are a consequence of the decline in the number of learning disability 
nurses. Therefore, the following section will discuss the changing role of the learning 
disabilities nurse, the drivers for these changes and the role as it stands now.
Learning disability nursing has a long history going back as far as learning disabilities
itself. Learning disabilities is a specialised professional qualification which focuses on
the principles of enabling an individual to lead an independent healthy life. Project 2000
defines learning disability nursing as,
“The function of the nurse for people with mental handicap is to directly and 
skilfully assist the individual and his/her family, whatever the handicap, in the 
acquisition, development and maintenance of those skills that, given the 
necessary ability, would be performed unaided and to do this in such a way as to 
enable independence to be gained as rapidly and as fully as possible in an 
environment that maintains a quality of life that would be acceptable to fellow 
citizens of the same age” (United Kingdom Central Council for Nursing 1987:27).
The development of learning disabilities nursing is embedded in the history of learning 
disabilities services being based in large institutions. The role was created as a 
consequence of doctors trying to find an organic basis for learning disabilities. Until 1919 
learning disabilities nursing was part of mental health nursing.
Over the last three decades learning disability nursing has needed to adjust to major 
social policy changes affecting their philosophy of care and practice. One of the major 
changes being the closure of long stay hospitals and the move to the community. There 
has been great resistance to the philosophy of normalisation, which emphasises that
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learning disability nurses and medical staff’s careers have traditionally been based on 
the non-normality of people with learning disabilities that are rejected from society (Ryan 
and Thomas1995). In reaction to the criticisms of the institutions, a hospital action group 
led by a doctor was formed to promote the advantages of hospital life and to counter 
what they regarded as constant adverse negative publicity. The group emphasised the 
advantages of hospital life, particularly for those people with severe learning disabilities 
(Crossman 1977). However, in 1979 the 'Committee of Inquiry into Mental Handicap 
Nursing and Care report' (Jay Report) was published which refuted the suggestion that it 
is impossible for people with severe learning disabilities and or multiple physical 
disabilities to live outside hospital (Jay 1979).
The writings of the nurses at this time reflected the sense of being scapegoats for much 
of the criticisms of the hospitals. This was fuelled by the Briggs report (1972) that 
proposed that nurses should be replaced by a different kind of profession, with a less 
medical orientation, which was later supported by the Jay report (1979). When the leaks 
of the Jay report were first released, the Nursing Mirror (1978: pg. Not known) fought 
against the report stating that “the Jay Committees recommendations to phase out the 
'mental handicap' nurse can only be seen as a step backwards.”
This debate has continued for over thirty years and today learning disability nursing is in 
an even weaker position then it was in the 1970s when the Jay Report (1979) and 
Brigg’s Report (1972) emerged. An example of this is the introduction of NHS Trusts and 
the assimilation of learning disability services into larger trusts and the gradual relegation 
of learning disability to the bottom of the list of priorities for health care. As a 
consequence of the changes came the dismantling of career structures within learning 
disability services, and nursing in particular. As a result, now the most senior learning 
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disability nurse in trusts has been expected to provide professional leadership to the 
nurses, while also carrying all the responsibilities that go with managing caseloads and 
supporting service users (Turnbull 2008). A consequence of these changes can be 
shown through the Cornwall and (Healthcare Commission 2006) and Merton and Sutton 
(Healthcare Commission 2007) reports where there was evidence that learning disability 
services have been disinvested in by the more dominant speciality or had its assets 
stripped, which included senior nurses in learning disability. Many of the 
recommendations of the Healthcare Commissions (2007) audit (A life like no other) have 
highlighted the urgent need for better care delivery and for improved leadership services. 
The report offers evidence that commissioners should be giving much more support to 
front-line staff, particularly learning disabilities nurses, who will have the specialist skills 
to ensure that people with learning disabilities receive a much better service than they 
currently have. However, it can be argued that effective leadership could be delivered by 
a number of professionals and not just by learning disabilities nurses. Nevertheless this 
report is very rewarding for learning disabilities nurses as it not only recognises their 
contribution but endorses their vital role. This will inevitably lengthen the debate of 
whether to continue with this profession or not.
Ironically it is possible that the Jay Report provided an impetus for learning disabilities 
nurses to examine their role in the light of institutional decline. Confirmation of the 
continuation of the role has enabled many nurses to carry on working towards and lead 
community services for services for people with learning disabilities (Mitchell 2004). 
Valuing People (DH 2001a) gives recognition to the role of the learning disabilities nurse 
and defines them as social educators or behaviour therapists and are increasingly 
gaining positive reaction since the criticisms of the 1970s and are advocated by the 
nurses themselves. Further training has allowed learning disabilities nurses to redefine 
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their roles within existing services. Valuing People (DH 2001) has allowed Learning 
disability nurses to further develop their roles with the implementation of Health Action 
plans and Health facilitators for all people with learning disabilities. This has put health 
back onto the agenda for this service group and once again has allowed learning 
disabilities nurses to utilise their skills. Further, the Department of Health have recently 
produced guidance for learning disabilities nurses called Good Practice in Learning 
Disabilities Nursing (LDN) (DH 2007). The guidance sets out a list of 11 essential broad 
competencies that LDNs should be able to offer service users, their families and 
supporters. These range from helping people to think about ways to keep well and safe 
to using their knowledge to help people stay healthy. It takes a new look at how nurses 
in the field should respond to the needs and aspirations of people with learning 
disabilities in the future. The DH last issued guidance to learning disabilities nurses 12 
years ago called ‘Continuing the Commitment’. The guidance, however, does note that 
the number of learning disabilities nurses working in the health service is dwindling and 
that significant numbers now work in integrated community learning disability teams led 
by local authorities and in a range of settings:
“With the number of learning disabilities nurses working in the NHS declining and 
greater plurality in types of employment, some LDNs feel isolated and lacking 
professional leadership. This potentially undermines their ability to be effective, 
assertive and values-based practitioners in a multidisciplinary and multi-agency 
environment.” (DH 2007:8).
“Local partnerships should ensure that they are satisfied that the limited resource 
of learning disability nursing staff is being effectively invested in addressing the 
mainstream health agenda and not being unduly compromised by LDNs working 
in care management roles.” (DH 2007:8)
The latest chapter for learning disabilities nurses is the UK Nursing and Midwifery 
Council (NMC) consultation document on the pre-registration nursing education. The 
document has potentially far reaching consequences for learning disability nursing. One
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of the four options in the consultation is to retain the current branch structure. However 
the push appears to be more towards a generic nursing in which all pre-registration 
students wili study a similar three-year programme prior to foilowing a post registration 
specialisation. This scheme would bring the UK into line with most of the rest of the 
world. At present it is only the UK and Ireland that educate students to specialise in 
learning disability nursing from the start of their training. In response to the NMC 
consultation paper The Alliance of Learning Disability Nurses submitted their own 
consultation paper. The alliance’s consultation paper summarised four options for the 
future education of the learning disability nursing workforce and potential advantages 
and disadvantages of each. These options included the existing branch programme, 
generalist nurses with core skills and some experience of specific care groups and 
nurses with general care skills which major in an area such as learning disability. 
However, the forth option has caused the most controversy and this is the suggestion of 
a new discipline of learning disability practitioner that divorces itself from nursing. The 
alliance argues that the learning disabilities branch is no longer fit for purpose 
particularly within the confines of the NMC. By 2010 the NHS will retain a minimal 
involvement in learning disability and so the new practitioner role would be more 
equipped to meet the needs of people with learning disabilities (Allen 2008).
The above discussion highlights the turbulent journey learning disabilities nurses have 
been travelling since the 1970s. Recent policy appears to be still acknowledging the 
importance of the learning disabilities nurse albeit a different role to that of the 1970s but 
the latest developments indicate that the continuation of the role could be coming to an 
end. This change is in keeping with the social care model and pushes the de- 
medicalisation of learning disabilities services. The concern is how the health needs of 
those people with learning disabilities will be adequately addressed given the limitations 
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of generic service provision. Such concerns place greater emphasis on the army of care 
workers delivering services for people with learning disabilities.
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2.7 The role of care workers working in social care homes for people with 
learning disabiiities
The following discussion will focus on the changing role of the care worker and the 
impact this has on the care they provide. For the purpose of this review the use of the 
title “care workers” is utilised as this is the current name adopted for the particular group 
of staff for which this project refers to. There are however a variety of other titles that are 
utilised in other care settings for staff that carry out the same or similar roles such as 
Support Workers and Health Care Support Workers. The literature within this field 
reveals that most studies that have been conducted with regard to care workers opinions 
of pharmacological interventions for people with learning disabilities did not seek the 
opinions of care workers. Ironically it is these individuals that are critically important to 
the well being of people with learning disabilities because they spend the biggest 
amount of time with the consumers, and are usually responsible for implementing and 
monitoring treatment.
Since the introduction of deinstitutionalisation and normalisation, there has been a 
decrease of learning disabilities nurses and an increase of unqualified care workers 
working with people with learning disabilities. According to Kroese and Fleming (1992) 
the growth of community-based residential facilities for people with learning disabilities 
has had implications for the job demands of the support staff employed to work for these 
service users. The rationale for this is that the traditional large, long-stay institutions 
generally worked along clear, well-established guidelines and had sharply defined roles 
and responsibilities. These were implemented by a hierarchical system, which provided 
almost constant support and supervision. In comparison the community-based staff.
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usually have to work in a more loosely defined and independent manner. They are 
required to carry a greater degree and variety of responsibilities and they often work in 
isolation. Further, Kroese and Fleming (1992) state that decisions regarding health care, 
personal problems and household matters frequently have to be made on the spot, 
without reference to management. The PSSRU report (Knapp 1989) supported this view 
point and saw that the new style of care demands higher staff levels, more intense 
involvement and flexibility of staff. These new job demands can put strain on family and 
social life, cause fatigue and increase sick leave. However, both studies state that this is 
not a result of the absence of the nurse but the change in role and the ambiguity of the 
role. This is supported further by Allen et al. (1991) who assert that care staff often 
report that they have poorly defined roles, which may lead to role ambiguity.
The change in the role of the care worker is not purely in learning disabilities services 
and can be seen in a variety of care settings. What is intriguing is that the Royal College 
of Nursing (RON) support these changes and states that
“Health care support workers are a group whose time has come. Changes in 
technology, patients and the workforce all mean Health Care Support Workers 
are playing an ever-increasing role in delivering health care” (Leifer 2008:19).
The RCN, in their statement are actively encouraging the role of the care worker as 
opposed to taking a defensive stance. Perhaps a contributory element of this is that 
although at present the number of care workers as members of the RCN is small this 
number is increasing at a fast pace. The RCN however does stress that they are aware 
of the worry that qualified nurses have about the changing roles and the belief that their 
role is being eroded. The RCN answer these worries by highlighting that nurses are 
getting so much work delegated to them by doctors, the only way is to give up some of 
the nursing duties. If care workers are well trained and using their skills appropriately, it
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can enable registered nurses to actually do their job as it was intended allowing them to 
concentrate on more complex needs (Leifer 2008). The RCN representative argues that 
as long as care workers are properly trained and supervised, they can carry out almost 
all tasks formerly done by qualified staff, including giving flu vaccines, cannulation and 
taking blood pressure. There is no legal reason why care workers should not take on 
almost all-nursing tasks, with proper training and supervision. This statement raises 
some topical issues. If care workers are carrying out the tasks of nurses and nurses are 
carrying out the tasks of doctors then why did we require the role of the care worker in 
the first instance? Could it be that care workers are a cheaper alternative to nurses? 
Furthermore, if care workers are to undertake these more technical tasks are they and 
will they be given adequate support and training as emphasised by the RCN?
If care workers are taking on more responsibility and this is due to their increasing 
numbers, then what role do they play in decision-making and challenging decisions? The 
literature indicates that although care workers have the added responsibility of 
administering medication they have very little involvement in the decision-making 
processes of medication management. In one study (Browner et al. 1987) care workers 
perceived psychiatrists as having the most influence in decisions to initiate or 
discontinue medication and perceived themselves as being the least influential in the 
decision making process. They reported that psychiatrists and other doctors did not 
typically consult with care workers regarding medication issues, but did so with 
management-level staff within their services. These primarily being qualified nurses. It 
appears that management-level staff within most of the services acts as intermediaries 
between care workers and psychiatrists. According to Browner et a/'s. (1987) study 
when there are changes in the psychotropic medication being prescribed care workers 
were not consulted with for their knowledge and experience. It is however, the direct 
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care staff who will face the possible consequences of these changes. This was also 
highlighted in the findings of Jones’s (2004) study where most care workers complained 
that they were not listened to by prescribers and felt undervalued in their role. This was 
despite the fact that most of the care workers in the study acted as an access point for 
further services and as an intermediary between people with learning disabilities and 
their doctors.
In conclusion the role of the care worker has been evolving since the introduction of 
deinstitutionalisation. The literature indicates that the new role brings with it a greater 
responsibility but is not as clearly defined as it was in the days of the institutions. 
Further, although the role brings greater responsibility care workers are in the main not 
involved with the medication decision-making processes that take place. The RCN 
indicates that they are in favour of the development of the care worker role but express 
the importance of training.
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2.8 Training
The following is a discussion on the provision of training for care workers with an 
emphasise on medication and mental health training.
.At present there is no standardised training for care workers as there is for nurses 
aparts from the National vocational programme (NVQ) which is work based and does not 
specifically focus on medication. As a consequence of the shift in staff roles more care 
workers are required to administer medication, including psychotropic and “as required” 
medication as part of their role. However, the literature indicates a breadth of varied 
knowledge, experience and understanding of medication Christian etal. (1999) argues 
that care workers receive inadequate training in the area of drug treatment. This 
knowledge and skills deficit of care workers represents a significant barrier to 
appropriate monitoring and management of pharmacotherapy for individuals with 
learning disabilities. Jones (2004) reiterates this through his research, which found that 
care workers are often unaware of the purpose of a particular medication or the 
implications of taking it. He found that care workers were generally knowledgeable about 
the prescribed dosage of the medication and when it should be taken, and usually 
viewed the actual administration of the medication as central to their role. However, 
most participants said that they often did not understand why a particular medication had 
been started. Many of the care workers in the study could not recall how long the service 
users had been prescribed the medication, or when it was last reviewed and few were 
aware of the possible adverse side effects. In Singh et al. (1996) study they reported that 
the amount of pre-service and in-service training care workers had received on issues 
related to drug therapy for individuals with learning disabilities was insufficient. A desire
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for additional training was indicated by 96% of the respondents surveyed, 98% of who 
thought the training was either necessary or very necessary. The most requested topics 
for inclusion in training courses were side effects of medication, major clinical indications 
for drug therapy and alternatives to medication. The basic mechanisms of drug action, 
the assessment of drug effects, drug interactions, drug withdrawal effects and legal 
issues followed these. What is poignant to this study is that the care workers 
demonstrate an insight into their training needs. This knowledge therefore must 
disempower them and make them vulnerable in their role of administering medication. In 
contrast, it would be presume that qualified nurses would receive adequate training 
within this area. However, in Aman et al.’s (1987) study of learning disability nurses' 
opinions of medication training in one of New Zealand’s public residential institution, the 
majority considered the in-service training to be inadequate. There was an apparent 
dissatisfaction among the nurses with their level of knowledge and availability of training 
in the use of medication. They argued that there was a general lack of education 
pertaining to the use of medication in the management of behaviour problems.
Whilst discussing the provision of training in relation to psychotropic medication it is 
essential to review the provision of training in mental health issues. As discussed earlier 
people with learning disabilities are suseptable to mental illness and psychotropic 
medication is traditionally prescribed for mental illness. Therefore it stands to reason that 
those people that care for them should have a working knowledge of mental illness. 
Costello and Hardy (2005) argue that although people with learning disabilities face an 
increased vulnerability to developing mental health problems, they use relatively few 
mental health services. Support staffs in community residential and day services play a 
central role in identifying, assessing and monitoring mental health issues but few receive 
training in mental health issues (Quigley et al. 2001 ). An explanation for this is that staffs 
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simply lack the necessary skills to detect the signs of mental illness and to recognise the 
need for further assessment (Piachaud 1999). In Costello and Hardy’s (2005) study they 
highlight that care workers express that they want this training and consider information 
about mental health problems to be relevant to their role. In particular, basic information 
about the manifestation of mental illness and the difference between mental health 
problems and learning disabilities was judged to be the most useful aspect of training. 
This reiterates the care workers’ insight into their training needs as highlighted in Singh 
etal. (1996) study.
The Mansell report (DH 2007) recommends for those staff working with service users 
that have challenging behaviour that they attend specialised and enhanced courses in 
challenging behaviour and they should have more advanced specialised training then 
NVQ (National Vocational Qualification) level 2 in care alone. This was mirrored in 
Costello and Hardy (2005) study who suggests that training on the use of sensitive 
screening tools for assessing and monitoring mental health may reduce the level of 
undetected illness and increase access to mental health services. For example, the 
PASS-ADD (Psychiatric Assessment Schedule for Adults with Learning Disabilities) 
checklist is a widely used assessment tool designed specifically to help carers to identify 
individuals with mental health problems and to make appropriate referrals to services. 
Beyond a good knowledge of the person being assessed, its use requires no specific 
difficult training and completion takes approximately 15-20 minutes.
In conclusion, the literature indicates that the training provision for medication and 
mental health is very poor or non-existent. Care workers have been given the role of 
administering medication but have not been given the tools to empower them to 
undertake this role. However, weaknesses in medication training were also highlighted
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by nurses so this may reflect that there is in fact a lack of training provision in learning 
disability services for all staff and not just for care workers. Although it is suggested that 
staff training may help in improving access to mental health services there is very little 
evidence for this, as very few studies have focused on care workers and their attitudes 
regarding the usefulness of training in the literature. Therefore increasing staff 
awareness of psychopathology might not guarantee that the identification and referral of 
individuals with potential mental health problems would become more accurate and 
effective. However, it would raise an awareness of mental health issues and help to link 
this to the use of psychotropic medication, and also the ways staff are supported.
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2.9 Support for care staff
The following theme will focus on the nature of support that care workers are receiving 
and what support care workers should be receiving in light of their role and 
responsibilities.
According to Smith et al. (2007: 55)
“...support is a relational phenomenon, whose quality and usefulness is 
simultaneously dependent on the party giving and the party receiving it. While the 
support offered needs to be relevant and of good quality it is of no use if the 
person needing it is not in a position to take or make active use of it. Support 
therefore also depends on perspective...”
Support of staff at work can be thought of in two ways: organisational support 
(resources, staff, training and management structure) and interpersonal support (that 
support which staffs get through face-to-face contact with other people) (Firth et al.
1986). Cheriss (1980) describes three needs for support: feedback on performance; 
information, advice or technical assistance; and emotional support or ventilation of 
feelings. The essential ingredients to mutual support are attentive listening; 
communicating appreciation of the others abilities; encouragement of critical thinking; 
and ‘emotional support’ (Pines and Aronson 1981 ). Egan (1982) argues that the 
ingredients to any supportive relationship throughout a variety of situations are similar in 
comprising of respect, empathy, and emotional openness or geniuses.
The rationale for this discussion is that the care workers’ role has increasingly more 
responsibility through undertaking more technical tasks. Therefore they should be given 
adequate support to carryout these duties. The previous discussion has indicated a lack 
of support in relation to the care workers role and their enhanced responsibilities. The 
literature highlights the lack of empowerment to carry out their tasks in a meaningful and
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safe way. Christian et al. (1999) highlighted the lack of adequate training for the care 
workers to carry out their role and Taylor and Bogdan (1984) indicated the lack of 
involvement care workers have when programmes of alternative interventions are 
introduced and this lack of involvement was also been found in relation to medication 
management by Browner et al. (1987).
Kroese and Fleming (1992) assert that care workers have a great deal of responsibility, 
work in isolation and have very little support. Holt and Oliver (1997) agree with these 
assertions and argue that staffs support in learning disabilities residential homes needs 
to be given a priority to try and counteract stresses such as staff isolation and role 
ambiguity. The service needs to be structured so that teamwork can meaningfully 
develop: staff can be clear about what is expected of them and whether they are 
achieving this. It is also important that they feel there is a framework of support around 
them. Holt and Oliver (1997) suggest the following elements of service organisation as 
being vital: constructive supervision is very helpful to staff. It needs to be given a high 
priority by management. Staff need to know they will receive regular supervision; when 
they will be helped to identify what they are doing; identify clear, achievable tasks and be 
supported in areas they find emotionally or practically difficult. There is a need to have in 
place a system of staff support for when things go wrong. A debriefing procedure so that 
staffs are not left to cope with the after effects of, for example, being attacked and 
possibly injured by a service user. Increasing teamwork and staffs ability to influence the 
service, regular staff meetings where important issues are discussed and actions agreed 
are seen as a necessary part of any service. As well as clarifying staff roles and 
ensuring staff and service users can celebrate achievements, an individual planning 
system should be in place. These mechanisms for support are reiterated by Rose 
(1995) who indicates that services should recognise the central importance of
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supervisors, who need training in supervision skills and allotted time to supervise staff. 
Support from colleagues and team spirit could be fostered through the use of regular 
staff meetings, overlapping staff shifts, and staff support networks or mentoring systems. 
These issues are particularly important in dispersed community-based learning disability 
services, in which staff can work for long periods of time in isolation. These suggestions 
for staff support are positive but may not be particularly realistic. Receiving regular 
supervision is mandatory in most NHS and social care organisations but the actual 
undertaking of it is often sporadic, ineffective or non existent. It is also dependent on the 
nurses/managers receiving supervision themselves. The suggestion for clarifying care 
workers’ roles reiterates what was discussed previously. There is great difficulty in 
supporting a member of staff through supervision where their role is not adequately 
defined.
In conclusion the need for support for care workers is very important if they are to 
embrace their role and responsibilities. A central process of support is that staffs are and 
feel involved in decision-making processes. The literature indicates that this is not the 
case in relation to medication management and programmes of alternative interventions. 
Care workers are infrequently involved in the care management of the service users for 
which they care. Another essential component of support is being empowered to carry 
out your role. Once again the lack of staff training impedes a care workers role as they 
only have a part of the information and so this limits them in making evidenced based 
decisions.
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2.10 Theoretical Framework: Médicalisation
This section will discuss the theoretical and philosophical perspectives underpinning the 
research. The theoretical framework of médicalisation will be explored and the use of 
qualitative methodology will be examined.
Conrad (1975:12) defines médicalisation as
“...defining behaviour as a medical problem or illness and mandating or 
licensing the medical profession to provide some type of treatment for it.” He 
elaborates on this by stating that it is
“...a process by which non medical problems, usually in terms of illnesses or 
disorders through such specific processes as ‘using medical language to 
describe a problem, adopting a medical framework to understand a problem, or 
using a medical intervention to “treat” it (Conrad 1992:209).
Zola (1983:295) defines médicalisation as a “...process whereby more and more of 
everyday life has come under medical domination, influence and supervision.”
Lowenberg and Davis (1994) use the term in a more global sense to refer to the 
ascendancy of the medical model to modern society. The term has been used more 
often in the context of a critique of médicalisation than as a neutral term simply 
describing that something has become medical. Médicalisation consists of defining a 
problem in medical terms, using medical language to describe a problem, adopting a 
medical framework to understand the problem, or using a medical intervention to “treat 
it”. In medical terms, disability is an individual functional limitation which has a biological 
or physiological cause. Biomedical diagnosis locates the “problem” of disability in the 
individual, and emphasises his/her individual pathology and personal deficit (Race 
2002).
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Broom and Woodward (1996) suggest that médicalisation can be both helpful and 
unhelpful. Debates about whether médicalisation is good or bad rest upon implicit 
definitions of health and illness, and on the particular health problem, as well as upon 
assessment of the effectiveness of medicine and its physical, psychological and social 
effects. The benefits of médicalisation are that defining a condition as an appropriate 
object of medical attention can possibly lead to prevention, alleviation of symptoms and 
cure. Whereas when a distressing condition is thought to result from fate or other 
agencies beyond human control, there is no possibility that the resources of medical 
intervention will be applied. Conrad and Schneider (1980:247) observe that
“...the benefits of médicalisation can extend beyond the clinic, however into the 
realm of the symbolic. Perfect cases are few and far between, but there are 
many instances in which people have sought to redefine a condition as an illness 
in order to reduce the stigma and censure that are attached. For example, some 
have sought to label alcoholism as a disease in order to counteract the tendency 
to attribute blame and sin to people with problem drinking.”
The alternative side to this argument is the possible detrimental effects medical control 
can produce. The influence of medical model approaches is evident in the historical 
treatment of people with learning disabilities. In 1950’s people were diagnosed as 
‘idiots’, ‘imbeciles’, mental or moral defectives’ and incarcerated in long-stay institutions 
or colonies. Medical collaboration and technology have also had deadly outcomes for 
people with learning disabilities. One of the most horrifyingly known cases of medical 
control is the German physicians’ genocidal collaboration with the Nazis, including 
formulating and carrying out the eradication of the “genetically defective”. These also 
included the medical technological interventions in concentration camp killings, which 
were couched as medical operations (Lifton 1986). More recent examples of medical 
control can be identified through the definitions of disability adopted in British welfare 
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policy which have been framed within an individual health rather than a social model 
approach such as the regulations governing the NHS and Community Care Act (DH 
1990). There are numerous other examples of the perpetuation of the link between 
illness and disability such as in the Health of the Nation's (DH 1992) only reference to 
people with physical impairments was to call for the reduction in the number of pressure 
sores.
Chadwick (1996:33) argues that
“by creating and subsequently existing within a medical knowledge of disability, 
the medical professions and their associates cannot concern themselves with the 
unthought, ungoverned, social barriers which cause disability -  a causality they 
monopolise and demonstrate to society at large, a society which in turn 
empowers the institutions, the knowledge and the professions therein”.
Abberly (1992) argues that medicalised definitions of disability service a greater purpose 
and states that
“Functional definitions are essentially state definitions, in that they relate to the 
major concerns of the state... production, capacity to work...welfare, demands 
that have to be met from revenue or they cannot be offloaded on some other 
party...” (Abberly 1992:141)
The main criticism of médicalisation fundamentally rests on the sociological concern with 
how the medical model de-contextualises social problems, and collaterally, puts them 
under medical control. This process individualises what might be otherwise seen as 
collective social problems. In contrast a social care model view of disability is that we are 
disabled by an uncaring and unjust society. Disability is not something an individual 
owns, it is something that is done to us by an oppressive society (Branfield 2000). An 
example of decontextualising a problem can be shown through the medicalised 
conceptions of domestic violence against women. This can lead to therapy and distract 
from a focus on patriarchal values and social inequality (Tierney 1982). Critics point out 
the benefits to doctors, showing that sometimes medical professionals have more to
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gain in power and money than patients in health (Ehrenreich and Ehrenreich, 1974). 
These concerns are informed by a conviction that medicine cannot overcome all human 
distress, and that labelling life experiences or social problems as ‘diseases’ subjects 
them to medical control without necessarily conferring any curative or palliative benefits 
(Conrad and Schneider 1980). However, a number of studies suggest that 
médicalisation is an interactive process and not simply the result of “medical 
imperialism”. An example of this is the formulation of the post traumatic stress disorder 
(PTSD) diagnosis. Scott (1990) asserts that in the case of post traumatic stress disorder 
(PTSD) a small group of Vietnam veterans consciously and deliberately worked along 
with psychiatrists to create such a diagnosis and to have it institutionalised in the DSM-3. 
Further, Crow (1996) argues that the social model’s focus on the socially situated nature 
of the disability relegates disabled people’s experiences of impairment. For some people 
with learning disabilities pain, fatigue, chronic illness and depression are constant facts 
of life, yet, in the social model people’s impairments are often regarded as irrelevant or 
neutral (Crow 1996).
Médicalisation has occurred for both deviant behaviour and “normal life processes.” 
Examples of medicalised deviance include mental illness, alcoholism, homosexuality, 
opiate addiction, hyperactivity and learning disabilities, eating problems and child abuse. 
Natural life processes that have become medicalised include sexuality, childbirth, child 
development, menstrual discomfort, menopause, ageing and death (Conrad 1977). More 
broadly, Zola (1972) suggested that medicine has pushed aside or replaced religion as 
the dominant moral ideology and social control institution in modern society. Many 
conditions have transformed from sin to crime, to sickness.
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Parsons (1951) was the first to conceptualise medicine as an institution of social control, 
especially the way in which the “sick role” could conditionally legitimate deviance by re­
naming it illness. He articulated the functional theory of illness as consisting of a failure 
to conform to social norms and the consequent social necessity to control illness 
behaviour. The sick role simultaneously legitimises withdrawal from normal 
responsibilities while it limits and contains the potential social disruption of illness. These 
concepts underlie debate about the social production of deviance, evident in recent 
considerations of disability, which argue that disability is at least as much a product of 
social structures and social relations as it is a result of bodily dysfunction (Parsons 
1951). In the context of medicalising deviance, Conrad (1979) distinguished three types 
of medical social control: medical ideology which imposes a medical model primarily 
because of accrued social and ideological benefits; collaboration where doctors assist as 
information givers and gatekeepers and finally technological social control. The 
development of a technique of medical social control, such as pharmaceutical 
intervention, may precede the médicalisation of a problem, but for implementation some 
type of medical definition is necessary.
The literature illustrates the immense influence médicalisation has on the lives of people 
with learning disabilities. It explores the possible benefits of médicalisation through the 
acquirement of diagnosis and the consequential access to services and benefits but also 
demonstrates the possible detrimental outcomes of medical control. The main criticism 
of médicalisation as discussed is that it often decontextualises social problems from 
deviant behaviour to sick behaviour. Although the benefits of this are that it helps 
remove stigma the detrimental effects are that it removes personal responsibility.
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2.11 Emotional Intelligence - organisational support and work related stress
The analysis of empirical data emerging from the study required subsequent exploration 
of additional theoretical concepts and theories. The following is an overview of the 
literature explored as a result of the analysis of the data from this study. Emotional 
intelligence or El is the ability to understand one's own emotions and those of people 
around oneself. It means one has a self-awareness that enables one to recognise 
feelings and help manage one’s emotions (Goldman 1995). Essentially it describes the 
ability to effectively join emotions and reasoning, using emotions to facilitate reasoning 
and reasoning intelligently about emotions. El determines the extent to which capabilities 
are informed by emotions and the extent to which emotions are cognitively managed 
(Mayer and Salovey 1997).
In a study by Potts and Halliday (1988) the major stresses experienced by staff working 
with people with learning disabilities were: lack of time for communication; lack of 
involvement in selecting new staff members; inadequate staffing levels (system relying 
too heavily on good will); differences in service philosophy and aims and the long shifts 
and sleep-ins which interfered with family life. Sarata’s (1984) study, found staffs 
dissatisfaction as being highest when they played no role in the development of 
programmes and procedures. Paperwork was also ranked highly as a cause of stress.
It was not the paperwork itself but the quantity, repetition, time consuming, 
disorganisation, and the lack of adequate training to handle it. Staffs that are involved in 
decision making are made to feel their contributions are valued and as a consequence 
valued by the organisation (Mayer and Salovey 1997).
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In Rose’s (1997) study, service user characteristics are cited as having an impact on 
staff and were perceived as demanding both in terms of their behaviour and in the 
difficulties involved in teaching and motivating them. In Browner eta l’s (1987) study, 
they expected that this would be the same and service users would be responsible for a 
significant proportion of job stress. However, it was found that the residents were their 
main source of job satisfaction. The staff chose their job because of a desire to work 
with people with learning disabilities and the opportunities to do so continued to be the 
most satisfying aspect of their work. Organisational factors, rather than aspects of user 
behaviour or service resources, are rated by staff as most stressful and are more closely 
linked to high staff stress. Aspects of service organisation, such as staff support, job 
design and organisational culture, can all have a huge influence on either buffering 
against or exacerbating the effects of stressful user behaviour and poor service 
resources (Rose 1995).
Browner et al.. (1987) found that it was the staff’s ‘lack of control’ over their work, which 
caused the greatest anxiety. In Browner et a/.’s (1987) study the staff felt that changes 
in policies and procedures took place without regard for their impact on those who 
implement them. They also felt that they lacked the means to influence the type and 
amount of communication they had with administrators because communication 
channels were non-existent.
According to Trice and Beyer (1993) an organisation's identity derives from and is a 
consequence of its culture. Organisational culture is embodied in relatively shared 
ideologies containing important beliefs, norms and values. They suggest that cultures 
are infused with emotions and the allegiance to and identification with cultures stem from 
people’s emotional needs rather than from a more ‘rational’ or instrumental perspective. 
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It necessitates that leaders are able to instil in followers a collective sense of an 
organisation’s important norms and values.
The literature alludes to the conclusion that the effective role of the care worker depends 
upon the emotional intelligence of the organisation. Care workers should be part of the 
organisation's values and objectives and as a consequence be included in service 
development so they can embrace change and development.
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2.12. Transactional analysis: Reiationships, power and status
Emotional Intelligence embraces and draws from numerous other branches of 
behavioural, emotional and communications theories, such as NLP (Neuro-Linguistic 
Programming), Transactional Analysis, and empathy. The following section will review 
the theory of Transactional analysis as it contributes to explain key relationship 
dynamics and issues of power and status.
In the 1950's Eric Berne developed his theories of Transactional Analysis. He said that 
verbal communication, particularly face to face, is at the centre of human social 
relationships and psychoanalysis. His starting-point was that when two people encounter 
each other, one of them would speak to the other. This he called the Transaction 
Stimulus. The reaction from the other person he called the Transaction Response. The 
person sending the Stimulus is called the Agent. The person who responds is called the 
Respondent. Transactional Analysis became the method of examining the transaction 
wherein: 'I do something to you, and you do something back'. Transactional Analysis is 
effectively a language within a language; a language of true meaning, feeling and motive 
(Berne 1961). Berne (1961) also said that each person is made up of three alter ego 
states. These are the parent, child and adult (see table 5).
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Table 2 Transactional analysis
TRANSACTIONAL ANALYSIS
Parent This is our ingrained voice of authority, 
absorbed conditioning, learning and attitudes 
from when we were young. Our parent is 
formed by external events and influences 
upon us as we grow through early childhood.
Parent is our 'Taught' 
concept of life
Child Our internal reaction and feelings to external 
events form the 'Child'. This is the seeing, 
hearing, feeling, and emotional body of data 
within each of us.
Adult is our 'Thought' 
concept of life
Adult Our 'Adult' is our ability to think and 
determine action for ourselves, based on 
received data. The adult in us begins to form 
at around ten months old, and is the means 
by which we keep our Parent and Child under 
control. If we are to change our Parent or 
Child we must do so through our adult.
Child is our 'Felt' concept of 
life
(Berne 1961).
Transactional Analysis has been explored and enhanced in many different ways over the 
years. Significantly, the original three Parent Adult Child components were sub-divided 
to form a new seven element model (Wagner 1981). This established Controlling and 
Nurturing aspects of the Parent mode, each with positive and negative aspects, and the 
Adapted and Free aspects of the Child mode, again each with positive and negative 
aspects.
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Table 3 Transactional analysis -  Modern model
TRANSACTIONAL ANALYSIS -  Modern model
Parent Nurturing - Nurturing (positive) and Spoiling (negative). 
Controlling - Structuring (positive) and Critical (negative).
Adult Adult remains as a single entity, representing an 'accounting' function or 
mode, which can draw on the resources of both Parent and Child.
Child Adapted - Co-operative (positive) and Compliant/Resistant (negative). 
Free - Spontaneous (positive) and Immature (negative).
(Wagner 1981)
Transactional analysis can assist a service to be more emotionally intelligent. Managers 
who can accurately assess how others feel and respond to these feelings in productive 
ways are much more likely to be able to effectively overcome resistance to change and 
transform a service in significant ways (George 2000). Epstein (1990) asserts that 
because leaders who are high on emotional intelligence are better able to understand 
and manage their own emotions, they may be more likely to engage in constructive 
thinking to build and maintain high levels of co-operation and trust. Emotional 
intelligence entails not just being able to manage one’s own emotions, but also being 
able to manage the moods and emotions of others. Being able to excite and enthuse 
other people to make them feel cautious and wary is an important interpersonal skill and 
vehicle of influence (Wasielewski 1985).
In conclusion the strength of utilising transactional analysis is not just a diagnostic tool 
but can be used to help develop working relationships and strengthen organisational 
emotional intelligence. Emotional intelligence utilises transactional analysis and 
demonstrates that one's strength in emotional intelligence is closely linked to personal 
experience, especially the formative years.
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2.13 Tacit knowledge and Communities of Practice
Many of the ways in which learning and education have been articulated are based on 
the assumption that learning is something that individuals do. It is often assumed that 
learning 'has a beginning and an end; that it is best separated from the rest of our 
activities; and that it is the result of teaching'. Wenger (1998) proposed that learning 
involves a process of engagement in a 'community of practice'. That learning is social 
and comes largely from of our experience of participating in daily life. The basic 
argument is that communities of practice are everywhere and that people are generally 
involved in a number of them - whether that is at work, school, home or leisure interests. 
In some groups we are core members, in others we are more at the margins. Being alive 
as human beings means that we are constantly engaged in the pursuit of enterprises of 
all kinds. As we define these enterprises and engage in their pursuit together, we 
interact with each other and with the world and we tune our relations with each other and 
with the world accordingly. In other words we learn.
Tennant (1997) argues that “learning on the job” way of approaching learning is 
something more than simply 'learning by doing' but is the concept of situatedness which 
involves people being full participants in the world and in generating meaning. Lindeman 
(1924) argues that problem solving and learning from experience are central processes. 
There is an intimate connection between knowledge and activity and as a consequence 
learning is part of daily living. Rather than looking to learning as the acquisition of certain 
forms of knowledge, Wenger (1999) has placed it in social relationships -  situations of 
co-participation.
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Polanyi (1966) made clear distinctions between explicit knowledge and tacit knowledge. 
Explicit knowledge consists of facts, rules, relationships and policies that can be faithfully 
codified in paper or electronic form and shared without the need for discussion. Tacit 
knowledge is ingrained in the analytical and conceptual understandings of individuals 
(know what) and also embodied in their practical skills and expertise (know how).
Experts view situations holistically, and much of their knowledge is embedded in their 
practice. Although the value of tacit knowledge is slowly being acknowledged through 
the literature, it can be argued as being a precarious way of storing, maintaining and 
transferring knowledge. Individuals can improve their performance as they gain 
experience with a task but they may not be able to articulate what strategies they used 
to achieve this improvement (Argote 1999). According to Wenger (1998) communities of 
practice define competence by combining three elements. Firstly members are bound 
together by their collectively developed understanding of what their community is about 
and they hold each other accountable to this sense of joint enterprise. Secondly 
members build their community through mutual engagement. They interact with one 
another, establishing norms and relationships of mutuality that reflect these interactions. 
Thirdly, communities of practice have produced a shared repertoire of communal 
resources -  language, routines, sensibilities, tools etc.
In conclusion the literature highlights that learning can involve more than formal training 
but concerns participation in a community of practice. Participation refers to local events 
of engagement in certain activities with certain people and being active participants in 
the practices of social communities and constructing identities in relation to these 
communities.
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2.14 Conclusions
In conclusion the literature review illustrates that the lives of people with learning 
disabilities have been fraught with change over the years. The recent policy drivers for 
people with learning disabilities embrace normalisation and promote choice and 
empowerment. However, people with learning disabilities are still being prescribed large 
amounts of psychotropic medication, which is in the main prescribed for challenging 
behaviours. The explanation for this is firstly due to the difficulties of obtaining a mental 
health diagnosis for people with learning disabilities and so medication is prescribed for 
behaviours that could in fact be a manifestation of mental illness even though there is no 
formal diagnosis. Secondly this medication is prescribed for behaviour that is disruptive 
to the service and so is used as a form of restraint. The prospects for alternative 
interventions are limited due to the lack of resources even though the research evidence 
shows the benefits of these interventions. Service user choice continues to be restricted, 
particularly for those service users with severe or profound learning disabilities or when 
the decisions are of greater involvement such as the hiring of staff. As part of the policy 
drivers for people with learning disabilities have come the slow eradication of the 
learning disabilities nurses’ role and the greater emphasis on the role of the care worker. 
The care worker’s role has far greater responsibility and autonomy than it did in the days 
of the institutions, particularly with regards to the administration of medication. However, 
this role is poorly defined and involvement in decision making in relation to medication 
management is limited. Training in mental health and medication management for care 
workers is inadequate and the support they receive to carry out their role is poor.
Services for people with learning disabilities have historically been modelled on the 
medical model of care up until the start of the deinstitutionalisation and the drive for
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normalisation. This poses the question as to why people with learning disabilities are still 
prescribed high amounts of psychotropic medication. Is the medical profession still 
holding on to old philosophies of care and unwilling to accept the principles of 
normalisation? An example of this can be shown by current terminology. The latest term 
‘learning disabilities’ is an educational term and not a health term. However, the 
international term is ‘mental retardation’ which still classifies the condition as medical. 
Another example is that Social Care Homes are registered by the Commission for Social 
Care Inspection (CSCI). CSCI regulates social care services in accordance with 
statutory regulations and National Minimum Standards that have been issued by the 
Department of Health. This shows that there is still a great deal of control from the health 
sector. Alternatively, are the large numbers of people with learning disabilities on high 
amounts of psychotropic medication so they can live in the community and ‘acceptably’ 
fit into society? This would imply that normalisation is the catalyst for pharmaceutical 
control and not the medical profession that originally fought against deinstitutionalisation. 
If this is the case then are the health needs of people with learning disabilities being 
adequately met if there is a lack of substantial involvement from the medical profession 
such as the decline of learning disability nurses? Currently in the UK there is no formal 
training for primary health physicians. The Royal College of Psychiatrists recommends a 
minimum core training of 12 to 15 hours of undergraduate teaching in learning 
disabilities for medical students (Royal College of Psychiatrists 1986). However, this 
topic remains ad hoc and essentially reliant upon the interests and enthusiasms of 
individual primary health physicians, local service providers and postgraduate training 
departments. The final question is: are the lives of people with learning disabilities in 
limbo between the principles of normalisation and médicalisation and being pushed and 
pulled from one to the other? As a consequence of the shift in staff ratios more and more 
care workers are required to administer medication including psychotropic and “as 
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required” medication. This change in service provision is based on the social care 
model. However, the administration of medication and the training to underpin this falls 
under the medical model. It is this dilemma that helped lead to the utilisation of the 
theoretical framework of médicalisation and led to the development of the research 
questions. The literature illustrates the immense influence médicalisation has on the 
lives of people with learning disabilities. It explores the possible benefits of 
médicalisation through the acquirement of diagnosis and the consequential access to 
services and benefits but also demonstrates the possible detrimental outcomes of 
medical control. The main criticism of médicalisation as discussed is that it often 
decontextualises social problems from deviant behaviour to sick behaviour. Although the 
benefits of this are that it helps remove stigma the detrimental effects are that it removes 
personal responsibility. The literature alludes to the conclusion that the effective role of 
the care worker depends upon the emotional intelligence of the organisation. Care 
workers should be part of the organisation's values and objectives and as a 
consequence be included in service development so they can embrace change and 
development. Emotional intelligence utilises transactional analysis and demonstrates 
that one's strength in emotional intelligence is closely linked to personal experience, 
especially the formative years. Finally, the literature highlights that learning can involve 
more than formal training but concerns participation in a community of practice. 
Participation refers to local events of engagement in certain activities with certain people 
and being active participants in the practices of social communities and constructing 
identities in relation to these communities.
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2.15 Gaps in the literature
The limited literature within the field of care workers working in learning disabilities 
services revealed that most studies conducted regarding caregivers' opinions of 
pharmacological interventions for people with learning disabilities did not seek the 
opinions of care workers. Of the few studies that did address care worker views of the 
above issues the methods used for the study were quantitative surveys. It is these gaps 
in the literature and the problems identified above that highlight the need for this 
research.
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Chapter 3 Methodology
3.1 Research Design
According to Robson (2002) the research design is the structural framework for 
implementing a research project and is concerned with converting research questions 
into projects.
3.1.1 Research Questions
An over arching focus of this study is to explore if social care services for people with 
learning disabilities are de-medicalised. The research questions for the project are:-
1. What are the views and attitudes of care workers regarding their role in 
administering psychotropic medication for people with learning disabilities within 
their service area?
2. What are the views and attitudes of care workers regarding the use of 
psychotropic medication for people with learning disabilities?
3.1.2 Aim of the research
The aim of the study was to explore care workers’ roles in the administration 
psychotropic medication through the use of focus groups and individual semi-structured 
interviews.
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3.1.2.1 Subsidiary aim
To explore care workers’ views on the processes involved in the administration of 
psychotropic medication for people with learning disabilities through the use of focus 
groups and individual semi-structured interviews.
3.1.3 Phases of the study
It has been important when planning the design of the study to remember that the goal 
of combining research methods is to strengthen the study and that each method should 
inform the other. To this end the interview schedule was split into four phases consisting 
of alternate individual interviews and focus groups. This allowed the researcher to adjust 
the interview schedules for phases three and four to improve the interview processes in 
order to enrich the data gathering (See appendices 5 -11 for interview schedules and 
pre-interview questionnaires and the methods section for a full description of the 
adaption’s). Prior to each focus group and individual interview the participants were 
asked to fill out a simple questionnaire to gather biographical data. The following 
illustrates the phases of the research design.
Phase 1 -  Five individual semi-structured interviews, lasting for approximately 
one hour each.
Phase 2 -T w o  focus groups consisting of three to four participants lasting for 
approximately one and half to two hours each.
Phase 3 -  Five individual semi-structured interviews, lasting for approximately 
one hour each.
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Phase 4 -  Two focus groups consisting of three to four participants lasting for 
approximately one and half to two hours each.
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3.2 A qualitative approach
According to Holloway and Walker (2000) methodology refers to the strategy or overall 
approach chosen to answer a research question. The following section will explore the 
use of a qualitative methodology, the benefits of adopting this approach and the 
essential factors to consider when utilising it.
Tesch (1990) asserts that qualitative research is an umbrella term that covers a variety 
of styles of social research, drawing on a variety of disciplines such as sociology, social 
anthropology and social psychology. She identifies 26 distinct types of social research 
which fall under the umbrella of qualitative research. There are commonalties to these 
approaches, which is what lends them to qualitative research. These can fall into two 
areas, firstly a concern with meanings and the way people understand things (human 
behaviour is seen as a product of symbols and meanings that are used by members of 
the social group to make sense of things). Secondly a concern with patterns of 
behaviour (focus is on regularities in the activities of a social group, such as in rituals, 
traditions and relationships, and the way these are expressed as patterns of behaviour, 
cultural norms and types of language used). However, it is not these areas of interest or 
the data that makes research distinctly qualitative but the approach to the data collection 
and the analysis of that data.
The rationale for choosing a qualitative approach was twofold. Firstly the literature 
review revealed a gap in the literature using this approach to ascertain care worker 
views within this subject area and secondly it lent itself more favourably to exploring the 
research questions. This approach to the study provides insight into the participants’ 
feelings, thoughts, opinions and attitudes through their views and personal experiences.
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Qualitative research tolerates ambiguities and contradictions, which are naturally 
occurring in social existence better than quantitative research. Moreover qualitative 
research is able to deal with complex social situations and is better able to do justice to 
the subtleties of social life (Maykut and Morehouse 1994). Further the aim of the study is 
to gain perspectives and methods utilised to gain perspectives tend to be interpretivist 
and generate qualitative data.
There are various short comings of qualitative research. The limitation of qualitative 
research which draws on the interpretative skills of the researcher is that the findings are 
a discovery of the researcher rather than a discovery of fact. Although this can also be 
argued for quantitative research as well, the intrusion of ‘self in qualitative research is 
greater. Qualitative research opens up the possibility of more than one valid explanation 
as it draws on the interpretative skills of the researcher. As opposed to having one 
explanation of data it allows for the possibility that different researchers might reach 
different conclusions even though the same methods were used (Robson 2002). 
According to Heidegger (1962) it is very important when carrying out qualitative research 
that the researcher’s self is recognised as it plays a significant role in the production and 
interpretation of qualitative data. The researcher’s identity, values and beliefs cannot be 
eliminated from the process. The researcher’s self is inevitably an integral part of the 
analysis, and should be acknowledged as such. To deal with this involvement of self the 
researcher can act in one of two ways. Heidegger (1962) developed hermeneutic 
phenomenology which can be defined as a specific system or method for interpretation, 
or a specific theory of interpretation. In hermeneutic phenomenology the researcher 
makes it explicit that personal experiences and social backgrounds have shaped their 
research agenda. This approach celebrates the involvement of the self in the research 
process (Denscombe 1998). In contrast to this approach Husserl (1970) believed the 
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researcher should remove pre-conceptions and prior experience from the research 
setting and ‘bracket’ this. They can be on their guard and distance themselves from their 
beliefs and suspend judgements during the research by operating in a detached manner. 
This method assists the researcher not to “cloud the study” by personal prejudices. 
However Heidegger (1962) argued that human beings cannot be separated from their 
perceptions. Plummer (1983) asserts that humanist and feminist researchers dispute 
starting without preconceptions or bias, and emphasise the importance of making clear 
how interpretations and meanings have been placed on findings and exploring the role 
of the researcher as an interested and subjective participant rather than an impartial 
observer or manipulator. According to Denscombe (1998) there is growing acceptance 
among those involved in qualitative research that some biographical details about the 
researcher warrant inclusion within the analysis so personal experiences and values can 
be explored and seen how they might have influenced proceedings. This allows the 
reader to base a judgement about the research from a more rounded point of view (see 
analysis for biographical details). Miles and Huberman (1994:278) assert that “The basic 
issue here can be framed as one of the relative neutrality and reasonable freedom from 
unacknowledged researcher biases -  at the minimum explicitness about the inevitable 
biases that exist.”
A further danger for the researcher that utilises qualitative research is that in coding and 
categorising the data the meaning of the data is lost or transformed by extracting it from 
its original location. There is also a risk of over simplifying inconsistencies because it 
does not fit in with themes and generalisations (Miles and Huberman 1994). To limit the 
possibility of this happening when analysing the data it was important to put the 
quotation in context to give a true and honest account. Also, through the utilisation of the
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“Framework” model (see methods) the researcher was able to draw out and 
acknowledge all the themes that arose through the analysis.
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Chapter 4 Methods
The following chapter will discuss the employment of an integrated methods approach to 
the study, utilising individual interviews and focus groups. The two methods will be 
explored and the setting, sample and context of the interviews will be discussed. The 
adaptation of the interview schedules as a result of the phase one and two interviews 
and focus groups will be examined and the issues of reliability, validity and ethical 
considerations will be explored.
4.1 Integrated methods
This study employed a mixed method, integrated approach to the research design. The 
rationale for this will be explored in the following discussion. Mixed methods have been 
actively promoted, particularly in relation to research concerning social problems and the 
evaluation of social intervention programmes (Greene etal. 2001).
Different approaches to mixed methods reflect epistemological debates about the status 
of the data produced by different methods and these have implications for the way 
researchers see the relationships among findings generated by methods situated within 
distinct theoretical perspectives.. Further, mixed methods generate new knowledge 
through a synthesis of the findings from different approaches and allow the researcher to 
hear different voices and bring into play multiple constructions of the phenomenon.
Triangulation is an epistemological claim concerning what more can be known about a 
phenomenon when the findings from data generated by two or more methods are 
brought together. Moran-Ellis et al. (2006) assert that in social science, triangulation
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initially referred to the claim that comparing findings from two or more different research 
methods enables the researcher to conclude whether an aspect of a phenomenon has 
been accurately measured. This claim rested on the assumption that if different research 
methods produced similar results about a phenomenon then accurate measures had 
been used. This suggests that methods producing conflicting results indicate flaws in the 
measurements.. This is a positivist approach where the key issue is to increase 
accuracy and validity. This study however utilised an integrative approach where by the 
issue is not about accuracy and validity but of using different methods as supplementary 
and providing a richer picture. This research project was open to the possibility of 
differences occurring in data collection from the two methods and viewed it as strength 
not a weakness. Patton (1990) reiterates this point by asserting that the use of multi­
methods captures consistency in overall patterns of data from different sources but 
reasonable explanations for differences in data from divergent sources contribute 
significantly to the overall credibility of the findings.
There are a variety of ways in which mixed methods can be utilised within a study. One 
of these techniques is to use one method to inform the design of another method. 
Another approach is to increase depth or breadth of data generated and a further use of 
mixed methods to encompass multiple components in a single empirical project. In 
mixed methods research, Moran-Ellis et al (2006) argue that integration denotes a 
specific relationship between two or more methods where the different methods retain 
their paradigmatic nature but are inter-meshed with each other in pursuit of the goal of 
‘knowing more’.
The methods utilised in this study had equal weighting in their implementation, analysis 
and theoretical interpretation. Moran-Ellis et al. (2006) support this approach and assert
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that integration requires that different methods are given equal weight and are oriented 
to a common goal or research question and are, therefore, necessarily interdependent 
while retaining their paradigmatic modalities. The majority of mixed methods designs 
deter integration to the point of analysis or to the point of interpretation. In keeping with 
this style this study integrated the methods at the point of analysis through to the 
theoretical interpretation stage of the study. This allowed for the individuality of the two 
research methods at the point of data collection. There are however many challenges 
associated with integrating the methods at the analysis. Coxon (2005) suggests 
analysing each set of data within the parameters of its own paradigm but addressing 
common analytic questions. An alternative approach is to interweave the analysis 
among the different types of data. In this study analysis of findings arising from using the 
two methods were discussed in the analysis together and applied within the same 
overall analytic framework. Also in the discussion, findings arising from the two methods 
were interwoven. It discussed the themes identified from the analysis and brought them 
together into one explanatory framework. Integration at the point of theoretical 
interpretation generated an analysis of the empirical work that incorporated the 
knowledge produced by the different methods and blending it into a coherent account. 
However, comparisons were made between the two methods in both the analysis and 
discussion. The reasoning for this was to contribute to the research findings to determine 
if the two methods produced consistent or diverse data.
In conclusion the benefits for incorporating mixed methods into research are that it 
generates new knowledge through a synthesis of the findings from different approaches 
allow the researcher to hear different voices and bring into play multiple constructions of 
the phenomenon. The methods utilised in this study had equal weighting in their
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implementation and were integrated at the point of analysis through to the theoretical 
interpretation stage of the study.
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4.2 Individual Interviews and Focus Groups
The following discussion will explore the use of the two methods adopted for this study 
and the advantages and limitations of them both.
Focus groups
A focus group interview comprises of a small group of people on a specific topic. Groups 
are typically six to eight people who participate in the interview for one-half to two hours. 
The participants are typically a homogenous group of people who are asked to reflect on 
the questions asked by the interviewer. Participants hear each other’s responses and 
make additional comments beyond their own original responses as they hear what either 
people have to say. It is not necessary for the group to reach a consensus. Nor is it 
necessary for people to disagree. The object is to get high quality data in a social 
context where people can consider their own views in the context of the views of others 
(Merton et al. 1956). When creating the research design it should consist of three to five 
focus groups only. The explanation for this is that more groups seldom provide 
meaningful new insights. In both social science and marketing this is frequently 
summarised as the ability to stop collecting data when the moderator can accurately 
anticipate what will be said next in a group (Morgan 1997). Patton (1990) argues that the 
advantages of focus group interviews are that it is a highly efficient qualitative data 
collection technique. In one hour the interviewer can gather information from eight 
people instead of only one person. Focus group interviews also provide some quality 
controls on data collection, in that participants tend to provide checks and balances on 
each other that weed out the false or extreme views. The group’s dynamics typically 
contribute to focusing on the most important topics and issues, and it is fairly easy to
Revised Thesis 2009 Page 90
assess the extent to which there is a relatively consistent, shared view of the issues 
among participants (Patton 1990). The weaknesses of focus groups are firstly they 
require an increased response time for the number of participants to answer and so 
consequently the number of questions need to be limited. There is also a possibility of 
having one or two people in the group that can dominate the interview or those 
participants who tend not to be highly verbal. To overcome this it requires considerable 
group process skills of the interviewer (see 4.5). It is also possible that unexpected 
diversions will occur in a focus group, particularly where participants know each other. 
Conflicts may arise, power struggles may be played out and status differences may 
become a factor. Also, if participants know each other it is not possible to guarantee 
confidentiality.
Semi-structured interviews
The semi-structured individual interview consists of a set of questions carefully worded 
and arranged with the intention of taking each participant through the same sequence 
and asking each respondent the same questions with essentially the same words. The 
advantages of individual interviews are that by controlling the interview, the interviewer 
obtains data that are systematic and thorough for each respondent. Participants being 
interviewed can respond in their own words to express their own personal perspectives 
without the possibility of being over shadowed by other participants and confidentiality 
can be insured. In an individual interview, the respondent is relating to one person, the 
interviewer. Morgan (1997) stresses that the advantage of individual interviews to focus 
groups is that responses are not "contaminated" by other reactions. This lack of 
contamination is desirable in some situations, since the interviewer can get the 
respondent into great depth without distractions, and without having people change or 
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withhold their opinions when they hear what other people have to say. The 
disadvantages of the semi-structured approach are that it limits the interviewer to pursue 
topics or issues that were not anticipated when the interview was written. Flexibility in 
probing is more or less limited, depending on the nature of the interview and the skills of 
the interviewer. Constraints are also placed on the use of different lines of questioning 
with different people based on their unique experiences. Therefore this approach will 
reduce the extent to which individual differences and circumstances can be taken into 
account (Morgan 1997).
In conclusion the use of the two methods benefits the study's design in two ways. Firstly 
they bring the unique advantages of their own paradigms and secondly the limitations of 
the methods will be addressed by the corresponding method. Therefore the utilisation of 
the two methods enhances the picture of the research findings through a synthesis of 
the findings from different approaches and brings into play multiple constructions of the 
phenomenon.
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4.3 The setting
The following description of the NHS Trust in which the research took place is depicted 
on a former Trust prior to it merging with two other Trusts in 2005.
The Trust in which the research took place is a large mental health and learning 
disabilities NHS Trust and was established in 1998. It served 750,000 people and 
covered a mix of rural towns, villages and concentrated suburbia, within an area of 
approximately 1,100 square miles. The study focused on the social care homes within 
this Trust for adult people with learning disabilities in which service users were 
prescribed psychotropic medication. The social care homes are validated, inspected and 
registered by the Commission for Social Care Inspection (CSCI). CSCI regulates social 
care services in accordance with statutory regulations and National Minimum Standards 
that have been issued by the Department of Health. There were 55 social care homes in 
total covering a large area of care for people with learning disabilities including, mild, 
moderate, severe and profound learning disabilities, profound physical disabilities and 
Autism. Of this number sixteen care homes (29%) were covered in this research. This 
number was a result of the care workers identified for the study and not direct selection 
of the homes themselves (other then it falling in to the 55 described above).
It was intended to conduct the interviews and focus groups away from the participants' 
place of work in a relaxed, quiet environment where interruptions and disturbances were 
kept to a minimum. However, several of the interviewees requested that the individual 
interviews take place at their place of work. The reasoning for this was that it was more 
convenient for them as the interview could take place within their work time (with the
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permission of their manager). These interviews were conducted in the office of the care 
home away from as many external influences as possible. It is important to note 
however that although the interviewee requested the venue there were implications for 
this. For example, the interviewee might have held back some of their opinions for fear 
of being overheard, both parties were occasionally distracted by interruption or possible 
interruption and the noise levels were intermittently compromised. Nonetheless these 
negativities were outweighed by the benefits to the participant and they expressed their 
gratitude of the change in venue. Other environmental considerations such as lighting, 
temperature, size of room, refreshments and furniture (individual interview chairs being 
placed at right angles to each other) were conducive to make the participants and 
researcher feel as comfortable as possible (Denscombe 1998). The option of changing 
the venue for the focus groups could not be as flexible as there were more than one 
individual to consider. However, steps were taken to make the situation as amicable as 
possible by holding the focus groups in several locations, dates and times and by 
offering assistance in travel to the location. Consequently all the focus groups took 
place away from the interviewee’s place of work in designated meeting rooms. The 
chairs were placed in a semicircle to ease discussion and the same environmental 
considerations as above were taken into account (Denscombe 1998). However, these 
meeting rooms could also come with their drawbacks. For example the formality of the 
location might have stunted interviewees honesty by perhaps encourage “correct” 
answers as opposed to individual opinion and experience. However, the findings did not 
indicate this to be the case as participants expressed very open views and observations.
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4.4 Participants
As part of this doctorate the researcher was required to carry out a service development 
project. This consisted of an audit to ascertain the amount of psychotropic medication 
prescribed for people with learning disabilities within the above NHS Trust (Musselwhite 
2004). This project informed the researcher of all the social care homes in the Trust 
where service users are prescribed psychotropic medication. This totalled 55 homes. It 
was the staff from these social care homes that were approached to participate in the 
research. Only those care workers qualified to administer medication were included in 
the study. This requires the care worker to have carried out the Trust's one day training 
course for administering medication. Care workers can only administer medication if they 
have attended this course and carried out the observations. A total of 24 care workers 
participated in the study from 16 of the social care homes as described above. Eight of 
the participants were from the same home as one other participant. When this occurred 
one participant took part in an individual interview and the other one in a focus, group. 
The participants were only required to partake in an individual interview or a focus group, 
not both. Of the total 24 participants 10 took part in individual interviews and 14 in focus 
groups.
4.4.1 Negotiating access
Prior to contacting the potential participants the service managers and home managers 
were sent a letter detailing the research to be undertaken and the possibility of staff 
involvement. The service mangers were also requested to complete a consent form for 
the research to take place prior to the commencement of the project. This process
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proved to take far longer than expected. Some of the service managers were reluctant to 
commit to signing the consent form so it took several letters, e-mails and telephone calls 
to get them on board. Once consent had been gained, letters of interest were sent to all 
the identified homes to be given by the managers to all care workers qualified to 
administer medication. The letters requested if the member of staff had an interest in 
participating in the research and gave contact details and a statement of interest for 
them to complete. Upon the return of the statements of interest the participants were 
chosen at random as to whether they were to take part in an individual interview or focus 
group. No more than two participants could be from the same care home, one of which 
would take part in an individual interview and one in a focus group.
The rationale for this was so the data would reflect participants' views and experiences 
from a range of services. Each potential participant was sent information detailing the 
research, their involvement in it and a consent form to complete. Arrangements were 
made with the individuals as to the meeting times and venues that were most convenient 
for them. This process proved to be more cumbersome then planned. Gaining interest 
took a great deal longer and required using a variety of techniques to get the required 
numbers. Firstly the above process was repeated several times. This involved a great 
deal of paper work each time requests were made and depended heavily on the co­
operation of the home managers. However, a percentage of the recruits were gathered 
this way. Sadly, many candidates were politely declined because they were all from one 
home, not trained in administering medication or it was the home manager themselves 
applying. This could have been the fault of the literature not being explicit enough. 
However, when asked some said that they had not read all the literature and just wanted 
to take part. To gather further interest a flier was designed to go to each of the care 
homes. Other opportunities for signing up more candidates was gained through talking 
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to staff when visiting homes, asking those participants already signed up if they knew of 
anyone that would be interested and telephoning care homes to raise interest. This was 
a very long-winded process and delayed the research considerably. It also resulted in 
having fairly low numbers of recruits in each focus group that could have detrimental 
effects for the research methodology. However, a great deal of invaluable data was 
gathered from the focus groups and the intimacy of a small group seemed to enhance 
rather than hinder the proceedings.
When exploring the possibilities of why getting interest was such a struggle the main 
answer was staff shortages and over work. This was also reflected in the findings as 
well. Also, several of those participants that were contacted by alternative means said 
that they had not received the information about the research from their manager. This is 
in itself an interesting finding and will be reflected in the analysis.
Table 4 
Age
AGE RANGE TOTAL Individual interviews Focus Groups
2 6 -3 5 N = 2 -  8% N = 1 -10% N = 1 -  7%
3 6 -4 5 N = 9 — 38% N = 4 -4 0% N = 5 -  36%
4 6 -5 5 N = 5 -21% N = 3 -  30% N = 2 -1 4%
5 6 -6 5 N = 7 -29% N = 2 -  20% N = 5 -  36%
6 6 -7 5 N = 1 — 4% N = 1 -  7%
Revised Thesis 2009 Page 97
Table 5
Gender
MALE FEMALE
TOTAL N = 8 -  33% N = 16-67%
Individual Interviews N = 3 - 30% N = 7 - 70%
Focus Groups N = 5 -  36% N = 9 - 64%
Table 6 
Ethnicity
ETHNICITY TOTAL Individual
Interviews
Focus Groups
White British N = 11 -  46% N = 4 -  40% N = 7 -  50%
Black or Black British - 
Caribbean
N = 2 -  8 % N = 1 -10% N = 1 -  7%
Black or Black British -  
African
N = 4 -1 7 % N = 2 -  20% N = 2 -1 4 %
Asian or Asian British -  
Indian
N = 1 -  4% N = 1 -  7%
Other ethnic background N = 6 -  25% (1 - 
Mauritian, 1 - Sri 
Lankan, 1 -  
Spanish)
N = 3 -  30% 
(Mauritian)
N = 3 -22% (1  - 
Mauritian, 1 - Sri 
Lankan, 1 -  
Spanish)
For a full description of ethnic categories see appendix 9
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4.5 Data Collection Processes
The following discussion will illustrate how the interview schedules were formulated, how 
the interviews were conducted and the adaptation of the interview schedules as a result 
of phase one and phase two interviews.
For both the focus groups and the individual interviews the questions were carefully 
prepared with regards to what would be asked and how, the sequence of the questions, 
how much detail to solicit and length of interview. The areas of questioning were drawn 
from the literature review and with the support of the academic supervisors. Before 
undertaking the interviews the interview schedules were taken to individual care workers 
to ensure the questions were pitched at the right level. However, as each phase of the 
study was carried out and analysed it informed the next phase and so the questions 
altered (See appendix 5-8 for the interview questions for both methods). The question 
types were adapted from Patton’s (1990) interviewing techniques as follows. 
Background/demographic questions soliciting the interviewee’s age, employment history 
and what training they have received within the field of learning disabilities, mental 
health, medication and alternative interventions were elicited at the beginning of the 
interview and through the pre-questionnaires (See appendix 9-11). Questions of 
experience and behaviour were asked to include employment experience working with 
people with learning disabilities and experience of administering medication. Knowledge 
questions were utilised to seek out what training was available to the interviewees, what 
training was required, what training had been attended and the effectiveness of this 
training. They were asked when they came into this job if they knew they would be 
expected to administer medication. (It is important to note that it is what the interviewee 
considered to be factual information). Questions attempted to seek the interviewee’s
Revised Thesis 2009 Page 99
opinions and values on the use of psychotropic medication for people with learning 
disabilities and the role the care worker has in administering psychotropic medication. 
Leading from this was ‘feeling questions’, looking for adjective responses to questions 
on the interviewee’s feelings linked to administering psychotropic medication and their 
feelings associated with the use of psychotropic medication for people with learning 
disabilities.
Prior to each individual interview and focus group the participants were reminded why 
they have been chosen and why the research was being conducted. They were then 
asked to fill out the questionnaire on personal characteristics. A description of the term 
“psychotropic medication” was then given and the participants were asked what they 
called it. This was to ensure that everyone was referring to the same group of 
medication and allowed the interviewer to use the same terminology as the interviewees. 
Further the terms “as required”, PRN  ^and alternative interventions were discussed to 
clarify the subjects to be discussed. Following this ground roles were discussed which 
included respecting each other’s opinions, putting mobiles on silent, the role of the tape 
recorder and the importance of confidentiality.
To help relax the participants of the focus groups and encourage discussion an 
icebreaker was utilised asking participants to introduce themselves followed by a 
discussion-starter question based on the research subject. The statement was written on 
a white board or on a flip chart and read: - “In recent years care workers have started to 
administer medication in learning disability services. What are your experiences with 
this?” This allowed all the participants to give an open statement on the subject. To
1 As required and PRN (Pro re nata) refers to medication that is not part of the service users regular 
medication schedule and is taken as the occasion arises and when necessary.
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ensure the individuals gave their own opinions before a consensus emerged they were 
given a couple of minutes to write notes prior to responding. To end the focus group 
session all participants were asked to make a closing statement. This allowed any 
participant to make a contribution that he or she may have been holding back from the 
open discussion.
To ensure the focus groups were structured as well as the individual interview there was 
a high level of moderator involvement. This made certain that all the focus groups 
discussed the same issues in a relatively comparable fashion. A high level of moderator 
involvement kept the discussion concentrated on the topics that interested the 
researcher rather than extraneous issues. This also assisted when integrating the 
analysis of the focus group and individual interview data. It is important to note that the 
drawback of having a more structured focus group and individual interview is that it 
produces more focused data which may be of interest to the researcher but is not what 
actually matters to the participants themselves. However, this process did aid in 
extracting the desired information and helped keep the participants on track. Throughout 
the interviews and focus groups notes were taken to assist in highlighting significant 
points the participant might have made and to help when later analysing the data. A 
psychology assistant was present at the focus groups to take the notes as the 
researcher was conducting the interviews and was unable to take notes themselves.
This involved identifying individual speakers and highlighting key issues. All individual 
interviews and focus groups were tape- recorded. The rationale for the use of a tape 
recorder was that it increases the accuracy of data collection as it allows reproducing 
verbatim quotations as well as aiding the interviewer to be more receptive to the 
interviewee. When the interviewer attempts to write verbatim notes of what is being said 
by the interviewee it not only is extremely timely but also makes it difficult to respond 
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appropriately to the interviewee’s needs and cues. Tape recorders however can have 
their drawbacks such as breaking down, malfunctioning and poor quality recordings. 
There were important steps taken to help reduce these situations such as checking the 
equipment before the interview, taking spare batteries and tape cassettes, conducting 
the interview in a quiet place and asking all involved speaking clearly.
Throughout the interviews the researcher was interactive and sensitive to the language 
and concepts used by the interviewees, and tried to keep the agenda fairly flexible. This 
was very important as for many of the participants English was not their first language 
and so it was important to speak clearly and to gain clarity when the participant’s accent 
hindered the researcher’s understanding. It was vital for the researcher to check that 
they understood the respondents' meanings instead of relying on their own assumptions.
Another consideration was how the researcher would be perceived by the interviewees 
and the effects of characteristics such as class, race, sex, and social distance on the 
interview. This issue was poignant, as most of the participants had heard of the 
interviewer through various Trust correspondences due to the nature of the interviewer’s 
job. This could have been an influencing factor on the interviewing process. There was 
instantly a power issue because of the seniority of the interviewer's role. Attempts were 
made to overcome this by focusing on the research itself and on the interviewer’s role 
within that research as opposed to their working role in the Trust. Being open and 
friendly helped to accompany this in gaining the confidence of the participants. The issue 
above was explored more deeply prior to the interviews by looking at what the 
interviewer brings to the research and to be aware of how this can influence it. To assist 
in this process a personal reflective account of experiences, thoughts and feelings, 
based on the research area was developed. This allowed the researcher to be more 
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objective. This information was not shared with the participants. The rationale for this 
was to prevent it influencing the participant's views and opinions. This was not always 
easy, as the interviewer was often asked questions by interviewees during the course of 
the interview to engage in conversation. The problem with this is that in answering 
questions, the researcher could impose their own concepts on the interview. However, if 
questions are not answered, this may reduce the interviewee's willingness to answer the 
interviewer's subsequent questions (Oakley 1981). This did in fact occur during several 
interviews and was resolved by stating that the questions would be answered at the end 
of the interview. This showed a willingness to share whilst indicating to the interviewee 
that it was their ideas and opinions that were of more importance. This information 
however was incorporated in to the analysis to show the researcher had an awareness 
of any possible influences and biases and to add to the richness of the data. The 
researcher's biography is part of the results of the research.
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4.5.1 Adapting the interview schedules
The use of integrated methods for this study required that each of the two methods were 
utilised equally and given equal waiting in the data they produce. Therefore the interview 
schedules for both methods needed to be strong tools to undertake the techniques 
across the four phases.
Because of the phase one interviews, the interview schedule and pre-interview 
questionnaire were adapted for phase three interviews (see appendix 5-8). The rationale 
for this was to ease the flow of the interviews, to overcome certain difficulties that arose 
in phase one, to help get to the route of the research questions quicker and as a result of 
the emerging analysis that required further, more specific questions to be asked. For 
example the training questions to elicit data about training in phase one were 
ascertaining the details of training i.e. type, duration etc before getting to the real issues 
of the training that the research was needing to ask such as the adequacy of it. Those 
questions removed were asked in the pre-interview questionnaire instead. The phase 
three interviews were summarised in the middle as well as at the end of the interview. 
The reason for this was to gain greater validity. Phase one interviews were only 
summarised at the end and so required a great deal of information to be recalled. This 
was very long winded and did not give the interviewee as much time to digest the 
recalled information as breaking it in to two did. One particular question in phase one 
interviews was aiming to gain insight into the interviewee's experiences of administering 
medication. This question posed great difficulties for some of the interviewees so a 
prompt was added for phase three to overcome this. This required the interviewees to 
recall the last time they gave medication and so gave them a specific time and place to
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link their answer to. This method was also utilised for the question exploring the 
interviewee’s role when medication is reviewed, changed or introduced. To gain a 
deeper insight into the interviewee’s views on the support they received and their views 
on the use of psychotropic medication further questions were introduced for phase three 
interviews. This explored why they had the views they had and required them to give 
specific examples.
As above the focus group schedule for the second set of focus groups (phase four) was 
adapted to gain greater insight and ease the flow of the groups. An aspect of this 
required changing the order of two of the questions so they flowed into each other more 
logically.
As with the interviews the question aiming to gain insight into the interviewees’ 
experiences of administering medication posed difficult for some so the same prompt as 
above was added. The question exploring training and support was split and as with the 
interviews the interviewees were asked for their opinions and views of the training and 
support as opposed to dates, times and venue etc. Once again as with the interviews the 
focus groups were summarised at the end as well as half way through.
As a result of the changes made to the interview schedules phase three interviews and 
phase four focus groups were far more focused than phases one and two. The 
information that was required was easier to elicit from the phase three and four 
interviews and helped the interviews to flow far easier. These changes allowed the 
participants to share in-depth experiences and thoughts on the issues in question. As a 
result the analysis of the data from the second phases were far simpler to analyse as the 
information was more focused to the questions.
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4.6 Reliability and Validity
As in quantitative research, the basic strategy to ensure rigour in qualitative research is 
ensuring a systematic and self conscious research design, data collection, interpretation, 
and communication. It is argued that the trustworthiness (rigour) of a study may be established 
if the reader is able to audit the events, influences and actions of the researcher (Koch 2006).
To achieve this, the researcher created an account of the methods and data collection 
so it could stand independently in order that another researcher could analyse the same 
data in the same way and come to essentially the same conclusions. Secondly, a 
plausible and coherent explanation of the phenomenon under scrutiny was produced. To 
achieve this, meticulous records of the individual interviews and focus groups were 
maintained and the process of analysis has been documented in detail (see analysis). 
Computer software was utilised to help facilitate the analysis of the content of the 
interview transcripts. A coding framework was utilised to characterise each utterance so 
transcripts could be coded by more than one researcher. All interviews were audio taped 
which has the advantage of the tapes being offered for subsequent analysis by 
independent observers if required (considerations of confidentiality would need to be 
addressed first). Further, samples of the transcripts were verified by the researcher’s 
supervisors to assist in interview techniques and analysis.
Alongside issues of reliability, is the validity of the findings. To assist in the validity of the 
study integrated methods were utilised. Integrated methods as discussed previously, 
refers to an approach to data collection in which evidence is deliberately sought from a 
range of different, independent sources. This study utilised individual interviews and 
focus groups. This added to the validity of the study by looking at a phenomenon 
through different paradigms. However, although integrated methods captures 
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consistency in overall patterns of data from different sources, reasonable explanations 
for differences in data from divergent sources still contribute significantly to the overall 
credibility of the findings. A further validation strategy used in this study was to feed the 
findings of the interviews back to the participants to see if they regard them as a 
reasonable account of their experiences and views. This was achieved through 
summarising what had been said during and at the end of the interviews (Mays and 
Pope 1995).
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4.7 Ethical considerations
This research utilised the seven ethical principles that underpin ethical thinking in 
healthcare research (Gelling 1999). These principles were used as a framework to guide 
the research process. By complying with these principles the research is intended to be 
of a high ethical standard. The seven principles are beneficence; non-malevolence; 
fidelity; justice; veracity; confidentiality and respect for autonomy.
Beneficence is the requirement to benefit the research participant. It is unethical to 
involve research participants in any research if no benefit is expected either to the 
participant or to society. The researcher must always ensure the safety of the research 
participant above any other factors (Gelling 1999). This principle was tackled throughout 
the research design. Firstly the over arching aim of the research is to improve services 
for care workers and people with learning disabilities by drawing attention to the 
strengths and weaknesses of the current care systems in place. Secondly, the 
participants' safety was addressed through the COREC (Central Office for Research 
Ethics Committee) process. This required that procedures be in place in the event that a 
participant became distressed as a result of the study. This included support of their 
managers and possible contact with Occupational health if required. It was also 
important to consider the environment and any potential hazards that this might cause.
Non-malevolence assumes that no harm should come to the research participant as a 
result of taking part in the study. This harm may be physical, emotional, social or 
economic (Burns and Grove 1995). Considerations as to how the interviews could affect 
the interviewee and interviewer were made and the debriefing and processing of the 
information generated were accounted for. This was detailed in the COREC form. In
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preparation for this the interviewee was advised that they can stop the interview process 
at any point and if they felt they needed to talk to someone regarding any issues that 
arose then they would be supported in doing so. The interviewer's university and work 
based supervisors played the role of confidant and counsellor on matters of ethics during 
the study.
Fidelity is the research principle concerned with the building of trust between the 
researcher and the participant. The research participant will entrust him or herself to the 
researcher, who subsequently has an obligation to safeguard the participants and their 
welfare in the research situation (Garity 1995). An aspect of this trust was to make the 
interviewee aware of why a tape recorder was being used and to state their right to stop 
it at any point in the interview. The following statement was used prior to all focus groups 
and individual interviews.
“I’d like to tape record what you have to say so that I don't miss any of 
it. I don’t want to take the chance of relying on my notes and thereby 
miss something that you say or inadvertently change your words 
somehow. So, if you don’t mind. I’d like to use the recorder. If at any 
time during the interview you would like to turn the tape recorder off, all 
you have to do is tell me and I will stop it. (Musselwhite 2006)”
The principle of justice requires the researcher to be fair to participants. The needs of 
the participant should always come before the objectives of the study (Gelling 1999).
The principle of justice was central to the ethical processes undertaken for this study.
The study was conducted in accordance with approvals from the relevant groups, which 
were the local NHS research and ethics committee, Surrey University ethics committee 
and the Trust’s research and development committee. A COREC application form was 
completed with guidance from the academic supervisors and the web-site. The 
researcher was advised of the successful ethical opinion of the REC within one day and 
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was not required to make any amendments. Further, the study was conducted in 
compliance with the Research Governance Framework for Health and Social Care and 
Good Clinical Practice (DH 2005). Research and Development management permission 
was gained before the research commenced. Application for research and development 
management permission was made alongside the application for ethics approval. 
However liaison with the research and development committee was ongoing.
The research principle of veracity highlights the obligation of the researcher to tell the 
truth about the research study. The researcher should ensure that all potential research 
participants have all the information they require to make an informed choice as to their 
involvement in the study (Garity 1995). Potential recruits to the study were given 
sufficient information to allow them to decide whether or not they want to take part. An 
Information and consent sheet was provided for them containing the following 
information: - Title of study; invitation to take part; purpose of research; why they have 
been chosen; choice of taking part; what will happen to them (methods); what they will 
have to do; possible risks and confidentiality. The information sheet was written in 
simple, non-technical terms and could be easily understood by a lay person by using 
short words, sentences and paragraphs. Accompanying this information sheet was a 
consent form to ensure informed consent was gained from all the participants (See 
appendix 1 ).
There are two conditions of the principle of confidentiality. Firstly one person must 
undertake not to disclose information considered to be secret and secondly a different 
person must disclose to the first person information that he or she considers to be secret 
(Burns and Grove 1995).The researcher ensured that they maintained confidentiality by 
anonymising the data and adhering to the data protection act of 1998. The Data 
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Protection Act (1998) details how personal data may legally be used. Research Data 
must be dealt with in accordance with the Act. The participants were told that everything 
they discussed would be for the research purposes only and it will remain confidential 
unless they divulge something that is illegal and unethical. The researcher could not 
ensure that all the participants of the focus groups would maintain confidentiality. 
However, prior to the focus groups the participants were asked to respect each other’s 
views and input and to maintain confidentiality to which they did all agree.
Faden and Beaucamp (1986:) describe respect for autonomy as ”... a personal rule of 
self by adequate understanding while remaining free from controlling influences by 
others and from personal limitations that prevent choice”. Researchers must respect the 
autonomy of potential participants to decide about their involvement in any research 
study. This principle was utilised throughout the study. Potential participants were told 
that their taking part in the research was optional and that they could withdraw at any 
point and would not be under any personal pressure to commit to the study.
In conclusion the processes undertaken to meet the standards of the ethics committees 
are vigorous which look in depth into the various ethical dilemmas that can occur in 
research. However, it was fundamental to the research that these principles were 
maintained throughout the study and so the utilisation of Gelling’s (1999) seven ethical 
principles helped to ensure the research was of a high ethical standard.
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Chapter 5 Analysis
5.1 Data Analysis
The following chapter will briefly discuss the approaches considered for the 
interpretation of the data and the explanation for their rejection or acceptance for the 
study.
Creswell (1998) proposes five qualitative traditions of inquiry, namely Biography, 
Phenomenology, Grounded Theory, Ethnography and Case study. However, three 
approaches were considered for the analysis of the qualitative data. The rationale for 
this is that they are the most commonly utilised methodologies in healthcare research. 
The three methodologies are grounded theory, narrative analysis and thematic analysis 
(not included in Creswell’s (1998) five traditions. The method one uses to analyse data 
depends on how you conceptualise the data, whether it is intended to answer a specific 
question or intended to generate new understandings of a particular phenomenon.
Grounded theory has its conceptual orientation in symbolic interactionism (Blumer 
1969). Nusbaum and Chenitz (1990:96) explain that
“symbolic interactionism holds that human beings are acting rather than just 
responding beings and that human action is purposeful and based on the 
meanings that the individual has for them”.
Data must be collected in the natural context using a variety of methods such as 
interview and observation. This is an iterative process involving concurrently collecting 
and analysing data with the ultimate aim of generating a theory that is grounded in the
Revised Thesis 2009 Page 112
natural context in which the inquiry takes place (Strauss and Corbin 1994). This 
systématisation to qualitative data analysis has its advocates and its opponents. Those 
in favour point to the necessity for qualitative researchers to clearly demonstrate 
systematic methods of data analysis that are both reliable and replicable (Miles and 
Huberman 1994). This method was not utilised for this study, as the data generated 
were not simply produced through the interviews themselves. The researcher had 
generated clear research questions prior to the interviews taking place based on the 
literature review and practical experience gained as a registered nurse and Senior NHS 
manager.
The second approach to the analysis considered was narrative analysis (Torode 1998). 
Narrative analysis has become popular since the 1970s. Narrative analysis does not 
have a single heritage or methodology and draws upon philosophy, anthropology, 
sociology, psychology, sociolinguistics, ethnomethodology and literary criticism (Torode 
1998). Such diversity has led to the development of a wide range of approaches to, and 
uses of, narrative as a form of qualitative research. The function of narrative analysis is 
to consider the potential of stories to give meaning to people's lives and the treatment of 
data as stories. There are aspects of this approach that fit with this study such as the 
data gained through some of the individual interviews. However, his approach was not 
utilised as it was felt that important data which did not follow the narrative format could 
be excluded.
The approach that was used to analyse the data was thematic analysis, which has been 
developed from content analysis. Content analysis originated in the 1950’s as a 
quantitative approach to analysing the content of media text coders (Berelson 1952). 
Woods (2001) asserts that this method often lost the meaning of the text, so a qualitative
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approach was advocated to content analysis where by meanings and insights are 
elicited from the text more holistically. This is more widely known as thematic analysis. 
Thematic analysis may be derived through manifest content, where by respondents 
actual words form concepts or through latent content where by concepts are derived 
from the interpretation and judgement of participants' responses. The process of 
thematic analysis is one of continual checking and questioning of emerging themes. In 
order to substantiate derived themes, a reverse process ensues to look into distinct data 
sets in order to derive sources of supportive evidence and ascertain direct quotations 
from transcripts. One criticism of thematic analysis however is that an over emphasis on 
standardisation may detract from contextual meaning (Burton 2000). Nevertheless, it can 
readily be crosschecked for inter-coder reliability, and is thus a very robust form of 
coding. Carney (1973) claims that exploratory studies lend themselves to thematic 
analysis as it gets the answers to the questions to which it is applied. In exploratory 
studies such categories may be formulated from question areas in interview 
questionnaires. It is based on this argument that the rationale came to use thematic 
analysis to analysis the data from this study. The research questions were identified 
from the outset of the research and themes identified through the literature review. 
Thematic analysis would therefore be used to identify themes from the data in a robust, 
systematic way which elicits the text holistically.
In conclusion based on the findings of exploring possible analytical approaches the 
adoption of thematic analysis was the most appropriate approach to interpret the data for 
this study. Although narrative analysis does lend itself to the study as well, it was felt that 
it would miss essential data wanted for the research design.
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5.2 Analytical style
The following discussion will explore the use of ‘Framework’ as the vessel used to apply 
thematic analysis. It will describe the journey taken to analyse the data and detail some 
of the strengths and limitations of this process.
The structure utilised to apply thematic analysis was ‘Framework’ as developed in the 
context of conducting applied qualitative research. According to Ritchie and Spencer 
(1993) it was initiated in a specialist qualitative research unit based within an 
independent social research institute. In contrast to grounded theory Framework 
analysis was explicitly developed in the context of applied policy research. Although 
sharing many of the features seen in thematic analysis its benefit is that it provides 
systematic and visible stages. This process assists the reliability of the study as it allows 
others to follow stages of analysis from beginning to final conclusions. Rather like an 
audit trail, Framework is an analytical process, which involves a number of distinct 
though highly interconnected stages. The strength of utilising this approach is that by 
following a well designed procedure, it is possible to reconsider and rework ideas 
precisely because the analytical process has been documented. Framework data 
analysis is essentially about detection, and the tasks of defining, categorising, theorising, 
explaining, exploring and mapping are fundamental to the analyst’s role. The methods 
used for qualitative analysis therefore need to facilitate such detection and to be of a 
form, which allows certain functions to be performed (Ritchie and Spencer 1993). A critic 
of the Framework model was Kracauer (1952) who argues that although the framework 
approach reflects the original accounts and observations of the people studied (that is, 
"grounded" and inductive), it starts deductively from pre-set aims and objectives. This 
criticism however is in fact the strength of this approach, as data collection tends to be 
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more structured than would be the norm for much other qualitative research and the 
analytical process tends to be more explicit and more strongly informed by prior 
reasoning.
The Framework model states that the questions that need to be addressed will vary from 
study to study but broadly they can be divided into four categories: contextual, 
diagnostic, evaluative and strategic. Two of these categories were addressed in this 
study. These were firstly contextual questions: identifying the form and nature of what 
exists. These were the questions that explored the role of the care worker and the 
procedures that they follow when administering psychotropic medication. The second 
category was diagnostic: examining the reasons for, or causes of, what exists. These 
were the questions that focused on the care workers opinions of their role and the use of 
psychotropic medication (see appendix 5-8). The research questions for this study did 
not fall into the remit of evaluative and strategic categories. The questions were then 
broken down further. Firstly they were categorised into those that created typologies 
{categorising different types of attitudes, behaviours and motivations) and secondly into 
those that were finding associations {between experiences and attitudes, between 
attitudes and behaviours, between circumstances and motivations) (Ritchie and Spencer 
1993).
The five key stages followed for this analytical model were familiarisation, identifying a 
thematic framework, indexing, charting and mapping and interpretation (See figure 1 ).
To become familiar with the data and gain an overview of the body of material gathered 
it was crucial to immerse themselves in the data. The interviews were fully transcribed 
with full verbatim transcriptions, which was the essential raw data for the thematic 
analysis. Where possible as each interview and focus group was conducted they were
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immediately transcribed. This was important as the transcribing process was very 
lengthy and a clearer record of events was achieved, as the memory of the interview 
was fresher. Immersing in the data involved listening to the taped interviews, reading the 
transcripts and listing key ideas and recurrent themes, s this study aimed to explore 
aspects of the research process as well as substantive issues, notes were made 
comparing differences between the individual interviews and focus groups. When 
identifying the thematic framework the key issues, concepts and themes identified were 
organised into a coherent order. This involved drawing upon the research questions in 
the interview schedules and the consequential emergent issues raised by the 
participants themselves and analytical themes arising from the recurrence or patterning 
of particular views or experiences (See figure 2). The third part of the process required 
systematically applying the thematic framework to the data in its textual form. This was 
carried out through the use of NVIVO. It is more traditional to use tables to process this 
stage of the model as opposed to using software. However, it was felt that by utilising a 
software package the indexing would be as reliable as drawing up tables and would help 
alleviate the long analytical process. To index the data the key concepts in the interview 
questions were used to form the master codes. After this second and third level coding 
ensued to ascertain core themes across all interviews. Having applied the thematic 
framework to the individual transcripts the author considered the range of attitudes and 
experiences for each issue and theme. Data were then lifted from their original context 
and rearranged according to appropriate thematic reference (see analysis). The next 
stage required pulling together the key characteristics of the data and to map and 
interpret the data set as a whole. This required going through the previous analysis and 
systematically returning to the key objectives and features of qualitative analysis, namely 
creating typologies and finding associations. Ritchie and Spencer (1993) acknowledge 
that this is the most difficult part of the analytic process to describe. Characteristics of 
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particular social phenomena were identified, as was multidimensional analysis, where 
two or more dimensions are linked. Through this analytical process it became apparent 
that there was a patterning of responses (see analysis and discussion). It was at this 
stage that the catoragorisation of attitudes and the associations between attitudes, 
behaviours and motivations were interpreted.
In conclusion the use of the Framework model was a useful process in making thematic 
analysis more robust in interpreting the data. The Framework model provided systematic 
and visible stages, which assisted the reliability of the study as it allows others to follow 
the stages of the analysis.
Figure 1
Five key stages of Framework model
Familiarisation Identifying a Indexing
_^thematic Framework_^
Charting and 
mapping
Interpretation
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Figure 2
Coding themes
Experiences Training Support Role
Views on the use 
of antipsychotic 
medication & 
service user 
choice
Rewarding
interactions
Learning on the
 job_____
Supportive
manager
Being consulted 
with
Beneficial for 
service users
Service 
development - 
Move from 
hospital based 
services
Sharing
knowledge
Do not need 
support
Not empowered Improvements in 
use -  less reliance
Making
connections
Not required Lack of support Responsibilities Potential for abuse
Parental role Satisfied Manager has 
faith in staff
Autonomy Cultural differences
Empowerment/
autonomy
Needed more 
in-house training
Hands on 
manager
Following
protocol
Historical use
Danger/Violence Over crowded Unprotected
Short staffed 
Conflicts 
between 
qualified and 
unqualified staff
Paper work
Pressure/stress
Lack of support
Medication
errors
Refusal to take 
medication
Choice -  depends 
on service user 
ability
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Chapter 6 Findings
This chapter presents the findings of the study. The individual interviews and focus 
groups were conducted over a period of eight months from July 2006 to February 2007 
and included care workers working in social care homes for people with learning 
disabilities. All the participants were trained through the Trust to administer medication.
6.1 Biographical details of the interviewee I researcher
The following section will illustrate the biographical details of the researcher through their 
academic and career pathway. This information is included within the findings to 
exemplify the role the researcher played within the research process and the possible 
contribution this could have made to the findings.
The researcher is a female, senior manager in an NHS Trust for mental health and 
learning disabilities in her mid thirties. The researcher graduated as a learning 
disabilities nurse in 1997 and the first work placement was in a residential learning 
disabilities home for people with learning disabilities and challenging behaviours. She 
worked here or a period of three and half years as both a team leader and manager. 
During this time she completed her Masters degree in mental health in learning 
disabilities. After a year travelling in which experience was gained working as a nurse in 
Australia, the next position was in a residential home for older adults with learning 
disabilities. The researcher gained experience in this role for a year and then moved into 
the area of clinical governance undertaking the position of clinical audit facilitator and 
then later clinical audit manager. It was at this point that the researcher embarked on
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their Doctorate in clinical practice. The experience gained as a nurse, undertaking the 
Masters degree and the insight acquired within clinical audit helped shape the ideas for 
this research project. During the time employed as a learning disabilities nurse there 
were major developments in services for people with learning disabilities, which 
impacted on the learning disabilities nurse role. The skills used by learning disability 
nurses were being undertaken instead by community nurses or by care workers working 
within the same care setting. The role of the learning disabilities nurse was becoming 
harder to define and the roles of the nurse and care worker were becoming increasingly 
indistinguishable. One such role was the administering of psychotropic medication. The 
concerns of role confusion coupled with the issues of working in a challenging behaviour 
service were what led to the theme for the dissertation undertaken for the Masters 
degree. The dissertation focused on stress levels of staff working in a service for people 
with learning disabilities and challenging behaviour, with a particular focus on gender. 
During this time it was apparent that the service users within this care setting were 
prescribed a large quantity of psychotropic medication. This however was not unlike the 
other services within the sector but it did raise the question as to why this was the case. 
This issue was delved into more deeply through clinical audit, which discovered that the 
prescribing rates for psychotropic medication were high across the Trust but reflective of 
other learning disabilities services. This audit was what was utilised for the service 
development project undertaken as part of the doctorate in clinical practice (See part two 
of thesis -  Service development project).
The current professional role concerns the Healthcare Commission’s healthcare 
standards as a head of department. This career move has enhanced the experience of 
undertaking the doctorate in clinical practice and vice versa. Whilst the role gave a more
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strategic view of learning disabilities services the doctorate gave a wider political 
understanding of health and social care.
In conclusion by being transparent about the researcher's background and experiences 
the reader is able to make an informed judgement as to the results of the study. It can be 
argued that the researcher's experiences could have biased the study or equally that the 
researchers role enhanced the study.
6.2 Sample
The total number of participants that took part in this study was 24. Of the total number 
of participants the average participant was a white, British, female and aged 36 -  45. In 
the focus groups there were an equal number of participants in the 36-45 and 56 -  65 
age ranges. All participants have an NVQ level 2 qualifications.
6.3 Findings
This chapter presents the findings under the five main themes that were drawn from the 
interview schedules and will be discussed in turn (Experiences, Training, Support, Role 
and Views on the use of psychotropic medication and service user choice). Under each 
of the five sections the analytical themes that were identified from the data are 
presented. The data from the individual interviews and focus groups were explored 
together so that the findings of the study were based on the convergence of information 
from different sources. An example of a full transcript is included in appendix 12.
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6.3.1 Theme 1: Experiences
The interview schedule for both individual interviews and focus groups asked 
participants to discuss some of their experiences of working as a care worker. 
Experiences are broadly categorised as rewarding and challenging.
6.3.1.1 Rewarding experiences
The analytical themes to emerge when participants discussed their rewarding 
experiences of their role were; Rewarding interactions, service deveiopment (the move 
from hospitai based services to the community), emotions, making connections, parental 
roie, empowerment and autonomy.
Rewarding interactions and service deveiopment All five participants of the phase 
one interviews linked their rewarding experiences with the positive interactions they have 
with the service users. They expressed pleasure in empowering service users to 
accomplish tasks. Three of the five participants found the move from hospital based 
services to community services particularly rewarding and that it was this move that 
allowed them to give greater empowerment to the service users whilst gaining greater 
autonomy themselves. There were consistencies in the statements of all those 
participants in the individual interviews and focus groups that had experienced the move 
from hospital based service to the community. Participants expressed that the changes 
were positive for both the service users and the care workers. Some participants of the 
second set of focus groups (phase four) discussed how the care environments had 
improved over the years and were now far smaller and easier to manage. The following 
quote exemplifies these opinions:
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11 : ...You feel satisfied when they (service users) are happy. You know every 
time I go home I leave them in bed and they are ail happy and satisfied. 
i1 : ... Because two of them have moved on because they are challenging 
behaviour. But I remember when she left hospitai. One of those residents...could 
not do a thing... We always had to dress them and do everything.
L: Yes.
11: One of them service users before she left here she could go up stairs, she 
could ask you to go with her up stairs to her bedroom and open the wardrobe 
and she would choose the type of clothes she wanted. (INT. 1.1 3 4 -4 2 )
Emotions/making connections: All five participants of the second set of interviews 
(phase three) also linked their rewarding experiences with the interactions they have 
with the service users. They all spoke of the emotional nature of their work and the 
satisfaction they get from working with individual service users and escorting the service 
users on outings. One participant referred to the home they worked in as being like a 
family:
17: it’s not big things, its little things. If somebody doesn’t smile very much and a 
little hand reaches out and touches yours and they smile at you, it doesn’t mean 
anything to anybody else but to you, you have actually made a connection with 
that person. Because you have to remember that most of them don’t have 
family. (INT. 7.3 22).
Parental roie: This statement is quite poignant in describing the relationship balance of 
the staff and service users. The picture this statement and the one above paints is one 
of the staff being parental figures and the service users taking the role of the child. As a 
consequence of these roles it would affect the power balance of the relationship as the 
parental figure would be the domineering force (albeit well intended) and the child role 
being the subservient party.
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Another example of the relationship dynamics can be drawn from the quotation below. 
The participant was explaining how they found the medication training rewarding.
F4.3 ...go along and see what it’s like, see what it involves, and when it came 
down to it, it was just like giving medication to a two year old child (FOCUS 4.4. 
62).
This particular quote is interesting in terms of the reference to “like giving medication to a 
child”. It is unclear whether the participant was simply linking the simplicity of giving 
medication to that of giving it to their own child or whether they were referring to the 
service user as being like a child. The second point would reiterate the power balance 
between the member of staff and the service users. However, what the quote does show 
is a lack of understanding about the use of psychotropic medication and its potential 
contraindications.
Empowerment Participants in the first set of focus groups (phase two) expressed 
feelings of accomplishment and role satisfaction since they developed their role of 
administering medication. Examples of how they are now more empowered to help 
service users were given in both groups.
F1.1: i think you understand more about the medication when you are giving it as 
well and also you are involved with the doctor. And obviously ordering, and 
checking in of medication as we//.
F1.2: Yeah we do everything now don’t we that the qualified do?
L... And you think it’s a positive thing ?
F1.2: i do. i mean there are some people, they don’t want to know about it, a lot 
of people, but i say i am quite happy.
L: How about yourself?
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F t 3: Yeah you get more /nvo/ved as we//, ///ce before /fyouha\re qua//f/ec/ 
arourjd, you were not/nvo/\/edat a// They d/d everyfh/ng;you were Just/n the 
bac/cground.
Ft. t: They used to cat/the qua//f/ed the pen pushers and the carers the arse 
w/pers. [LAUG/iTERJ tts  true.
F t.4: And the fact that you are trusted. {FOCUS t.2: t05 - tt2J.
Empowerment/autonomy: The above excerpt is interesting in respect of the 
participants' insights into the change of roles and the status of those roles. The themes 
to transpire include role accomplishment and empowerment as a result of their new 
responsibilities. The data indicate the role of the care worker as having greater status 
now they administer medication and allows them greater insight into the needs of the 
service users. The quote below illustrates this further by showing how the role empowers 
them to improve the quality of life for service users:
F2.1 One positive i have had when i was working in another home. We had quite 
a few people that were on psychotropic medication for long periods and the 
medication wasn’t being reviewed. So i picked that up and we started having 
their medication reviewed every six months and they started reducing the dosage 
for a few of the service users, which did work. And one of them actually came off 
a particular medication he was on, which i think also was a positive because 
nobody tended to sort of check to say well what has changed in this person’s 
behaviour over the year that he has been taking this medication. And that was a 
great positive for me you know? (FOCUS 2.2:30 -  38).
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6.3.1.2 Challenging experiences
The analytical themes to emerge when participants discussed their challenging 
experiences of their role were: danger/ violence, being short staffed, paper work, 
pressure/stress, lack of support, medication errors, refusal to take medication and 
conflicts between qualified (nurses) and unqualified staff (care workers.)
Danger/violence: When referring to the challenging aspects of their role three of the five 
participants of the first set of interviews (phase one) made direct reference to the service 
users’ challenging behaviours. This included violence and aggression of the service 
user. However, two of these were referring historically to when they worked in the 
hospital setting.
i.3: Yeah. When i worked on the male locked ward that was challenging 
because you know...we used to get people coming in, the police would bring 
them in and they would have to be assessed and things.
...because they were very unpredictable you know you could sit next to them one
minute, and they would be trying to punch you the next minute (INT 3.1: 30-
32)
This was a similar story for the second set of interviews (phase three). Two of the five 
participants made direct reference to the service users’ challenging behaviours and one 
referred to a particularly challenging service user that has frequent epileptic seizures.
Short staffed/paperwork: Two of the participants found the most challenging aspects of 
their work were the lack of staff and having to work with so many agency staff. They said 
this was very stressful and put them under tremendous pressure. Participant five made a 
particularly interesting comment regarding their changing role and responsibilities.
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/10: Yeah /Y s cha//eng/ng as we/f because some f/mes the res/dents are 
cha//eng/ng to the sen/fee, the staff are sort o f under pressure to ... make sure 
things run smoothty... You th/nk “hang on a m/nute, what am /  doing here?’ And 
a// the paperwork now.. ./h the hosp/tat days the care workers neirerhadto do a// 
the paperwork it  was/eft for qua/ffred members o f staff but now more has been 
put on us and we are expected to do the sameJob as a qua//f/ed member o f staff 
doesf/NT. 10.3/2).
Pressure/stress: The themes to emerge from this quote are a contrast to the views of 
the change in roles to those expressed when discussing the positive experiences. What 
some participants deemed as empowering others viewed as new added pressure and 
responsibility. However, these views arose in many of the focus groups and interviews. 
They expressed the pressure of working with so many bank and agency staff and the 
added pressure this brings to their role. It was not just the responsibility of administering 
the medication but also the impact of driving, cleaning and cooking which leads to a 
stressful working environment. The quote below typically encapsulates these concerns 
further.
F2.1A challenge I find is that quite often sometimes you find yourself, driving, 
doing the medication, that can be challenging as well, especiaiiy if  you haven’t 
got someone else, say to sort of take the drugs and witness you as well doing it. 
There is difficulty in that and sometimes if they are stiii in bed and you haven’t 
administered that medication, you say OK i will go out and do it when i come 
back. But sometimes when you come back you get caught up into other things, 
and you might find that you forget to give that medication so that does happen in 
some cases. That is also a real challenge yeah (FOCUS 2 .2 :1 3 - 28).
Lack o f support/medication errors: These views of being “overloaded” and stressed 
were compounded by a lack of support and fear of making a mistake. A discussion arose
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in the first set of focus groups where by each participant recalled a situation that they 
knew of, of a colleague being suspended or “punished” in some way for making a 
medication error, as illustrated below:
F 1.2: Because basically if say for instance we made a mistake in administrating 
the drugs that’s it we lose our job. But where.. .a registered nurse who is 
registered by (Nursing and midwifery council) .. .they might stiii be able to do it, 
they might be able to get over it...they will stiii be a registered nurse but if we 
made a mistake then we lose our job.
FI. 1: That’s it.
L: So you feel that you are not protected?
FI. 1: in some ways yeah.
FI. 3: We had a medication error a couple of years back by one of the staff and 
they sent them back on another course.
F I.2: No i am saying if it was...if it was a serious...
F I.3: Oh!
FI. 2: On a serious level i am talking about. You do hear people, where there 
has been a problem with medication and they have been suspended, i don’t 
think our level would get as much supportas... (FOCUS 1.2 :113- 122).
The above argument shows an element of fear associated with giving medication and 
the possibility of making an error. This would indicate that the organisation is 
authoritative in its approach to staff errors. The danger with this attitude is that it doesn't 
promote an open culture where staff can learn from their mistakes. This may discourage 
staff from coming forward if they do make a medication error and so endanger the 
service users. Although there is a lack of understanding of the qualified nurse's role and 
disciplinary procedures there is a clear indication that the participants feel that they are 
not as supported and protected as the qualified nurses are.
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The second set of focus groups’ (phase four) exploration of themes of work challenges 
were very different to those expressed in the individual interviews and other focus 
groups. They discussed issues relating to service users not wanting to take medication 
and the changing role of the learning disabilities nurse. There is no link to the methods to 
explain this variance so the explanation would seem to be caused by the dynamics of 
the participants within these focus groups.
Refusal to take medication: One participant expressed her feelings of difficulty when 
service users refuse to take the medication. The group discussed various ways of how 
they encourage service users to take the medication. The participants were very 
forthcoming in offering advice for how to tackle the situation. The participants’, however 
did not express any view into why the service users were refusing to take the medication 
or even that they had a right to refuse it. This discussion highlighted the importance of 
task accomplishment as being of greater importance to that of service user choice and 
empowerment.
Conflicts: All participants of focus group four said that they did not find administering 
medication challenging at all. They did however have a detailed discussion of the 
changing role of the qualified nurse and how initially there were conflicts between 
qualified and unqualified staff.
F4.2: ...Ida feel sorry for the nurses that have had three years training and they 
can’t do anything now. They can’t give...enemas, etc. Can’t give anything like 
that now. Their whole role has been taken away from them because this is 
where we come in and they call us like...for want of a better expression “cheap 
labour”.
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F2.3:/th/nkyou know//ke f/ie qua//ffec/f/j/ng, we are not so muc/j as a threat but 
/tsab /to f...
F2.1 An/nsu/t
F22:A t/bertytbat. .because my f/rst course was about two hours, thats a///t 
was and /  got my cert/f/cate and /  c//c///ke s/x mec//cat/on rounds, got a//that, and 
that was /t Yet these peop/e stud/ed for three years... (FOCUS.4.477- 80J.
Once again the participants demonstrated insights into the changing roles of the 
qualified nurse and care worker and are fully aware of the difference in training. The 
participants used very emotive words to express their views on their new responsibilities 
expressing the positive and negative aspects of these changes.
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6.3.2 Theme two: Training
The interview schedule for both individual interviews and focus groups asked 
participants to discuss training for the care workers’ role with a particular emphasis on 
mental health, alternative interventions (behaviour therapy, social intervention, de- 
escalating techniques etc) and medication training. All participants were briefed as to 
what alternative interventions were to avoid confusion. The analytical themes to emerge 
were: learning on the job, sharing knowledge, further training not required, satisfaction 
with training, the need for more in-house training and overcrowding.
A significant finding of this part of the study was the limited formal training the majority of 
participants had received in mental health and alternative interventions. These findings 
however revealed deeper issues regarding learning and development such as how they 
learn and pass this knowledge on to others and what is considered important to know. 
There was a little confusion by some participants about why they would need training in 
mental health and alternative interventions. These participants suggested that the 
service users they cared for had learning disabilities and did not have mental health 
needs or the need for alternative interventions. This demonstrated a lack of 
understanding of the holistic needs of service users with learning disabilities. It also 
draws the attention that some of the service users might be prescribed psychotropic 
medication for their mental health and the care workers that are administering such 
medication are unaware of this. This indicates a gap in the knowledge of some of the 
participants in relation to the uses of the medication they are administering and of the 
needs of the service users.
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Lear/j/ng 0/7 t/jeyoà/\Nhen the participants discussed how they learnt how to approach 
service users they all replied that it is best to learn how to approach the service users 
C through learning on the job and not from a course. The following excerpt highlights this 
observation:
L3: ...well you read the guidelines, and you follow the guidelines, if  they don’t 
help you, you try something yourself and see if that works maybe.
L: So there is no specific training that you have been on? 
i.3: No. But if you did something and it worked you just pass it on to the other 
staff members and they could try it and see if it works for them (INT.3.1:184 -  
188).
Two participants said that alternative interventions were discussed within the home. 
These were informal discussions between staff as to the best way to approach service 
users if they were distressed in any way. These approaches involved escorting a service 
user away from a distressing situation, using distracting techniques and talking to the 
service user to help find the cause of their distress.
Learning on the job  and sharing knowledge: Consistent with the interviews, all the 
participants of the first two focus groups (phase two) were vague regarding having any 
training in alternative interventions. The participants were able to discuss how they 
utilise alternative interventions to medication but as to how they gained this knowledge; 
their answers often referred to experiential learning or found it difficult to articulate how. 
One participant however did say that a psychologist had provided input for an individual 
service user in dealing with challenging behaviours through a behavioural programme. 
The care worker then shared this information with the other team members. One
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participant independently attended a training course outside of the Trust and said it was 
extremely beneficial, as illustrated below:
F2.2 Well not with the trust but i independently did a course in mental health at 
the Open University and um...they had quite a lot of training in alternative 
therapies. We did quite a lot of extensive casework and it was interviews with 
people that have been through the mental health system. So this is where i got 
some of my ideas i was using, but i did find it difficult because... the staff there 
before were of the idea of if  somebody is upset, give them a tablet and they calm 
down, so i found a bit of resistance towards introducing it.
F2.2 But it did work though because i eventually introduced an aromatherapist to 
come into the home, to have sessions with different service users and...we 
started having things like going out to the public baths for swimming.... so some 
of it did work eventually (FOCUS 2.2: 72 -  14).
This participant demonstrated that through gaining new knowledge she was able to 
encourage alternative ways to giving medication to alleviate service users distress. 
However, there was initial resistance from the team in introducing these changes.
Further training not required /  iearning on the job: All participants of phase four focus 
groups discussed the use of alternative interventions instead of medication but their 
reactions to receiving training around this were opposing. All participants of focus group 
four said that training in alternative interventions would be beneficial. Focus group three 
had completely the reverse response and responded quite strongly that training in 
alternative interventions would not be helpful or appropriate. They felt that this could only 
be learnt “hands on" through experience. There was no explanation in the methods to 
lead to this difference but there was a dominant personality within this group that helped 
sway the argument. However, this theme was also expressed in some of the individual
Revised Thesis 2009 Page 134
interviews so it demonstrates that many participants feel that the best way to learn is 
through experience as opposed to a formal training session held outside of the home. 
The following quotation illustrates this point:-
F3.4 It doesn’t need training for this, colleagues share ideas ... maybe we can do 
this or that.
F3.2 i don’t think training...i think it varies from house to house and from client to 
client, everybody is an individual. And i don’t think you can gather that into one 
meeting quite honestly.
F3.1 i agree, i don’t think training for alternatives.. .because um.. .as you say 
everybody is so different and it can be discussed within the home.
F3.3 it also depends what has made them get into that...i mean there must have 
been something that...
F3.4A trigger.
F3.3 A trigger somewhere that started them off, therefore you go back, you 
remove that trigger and most probably... i mean i have found you can calm 
someone down...i have calmed people down by just taking them in the office 
with me and sitting down, a nice little cuddle, a sweetie out of the box and you 
would be surprised what that can do. it just brings them right the way down. And 
you take it as the situation then and there (FOCUS 3.4. 348 -  353).
Satisfaction with training: It is the Trust’s policy that all staff in the Trust must attend 
the Trust medication training in order to administer medication and this was a 
requirement for the sample for this study. When asked how the medication training 
supported the participants (Phase one interviews) in their role in administering 
medication four of the five participants said it was adequate. The other participant 
however felt that it was not enough and said that it didn’t go into enough depth and was 
reliant on staff taking the initiative to do further study. This participant felt that if the 
training was more in depth (including side-effectives, reasons for use etc) it could deter 
staff from attending in the first place as follows.
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/.3 :.. ./Y s not good enough rea//y /  suppose. You are not fearn/ng anything ...a// 
you are doing Is getting the popper pack and If ft says ch/orpromaz/ne g/ire two 
tah/ets, you are not realty understanding what It Is for. Its  just there to give.../ 
suppose I f  they made ft {the tra/n/ngj too d/fficu/tno one would want to go on It/  
suppose. .. ./mean we should know a I/tt/e h/t more about the med/cat/on we are 
g/V/ng.. .you have gotyour cert/f/cate but It doesrit mean that much. l/Ye/I It does 
but It would be better If there was a b/t more so you knew what It was doing to 
peop/e Instead o f Just popping It out. (/NT3.1:84- 232J.
Three of the participants of phase three interviews felt that the medication training was 
adequate. One particular participant said that it helped that they had a supportive 
manager that helped them through the process. One participant felt that the training 
wasn’t enough but it was difficult to ascertain if this was because of their views of the 
training or the fact that they felt pressured to attend the training in order to administer 
medication in the first place. As the following comment reflects, the participant does not 
think that it is the role of the care worker to administer medication
/5; There wasn’t very much training. They did a one-day course of pre medication 
and told you what to expect when you went back to the home. And the qualified 
member of staff sat with you and went through ail the things and then you 
practised giving out the medicine with a qualified member of staff there. And 
so...it wasn’t too bad but i just don’t think unqualified staff should give out 
medicine... (INT. 5.3 38).
On the whole participants of focus group one was positive about the medication training 
and the support they had received although a little sceptical regarding a new incentive 
that had been introduced. When the participants went on the annual refresher they were 
told that if they were doing really well they didn’t need to attend for another two years. It 
appears however from some of the participants that all staff were being told this. There
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were also some concerns regarding the large number of staff that attended the training 
sessions. These participants said the large numbers made it difficult to get individual 
help or answers to specific questions.
In-house training: One participant of focus group two said that they found the training 
inadequate. They thought it was too short and infrequent. Both focus groups suggested 
alternative ways of how to improve the current medication training. Several people, as 
demonstrated below, suggested more in-house training would be beneficial which would 
be specific to the home they worked in.
F2.2: What I would also like to see from the trust is that the medication training 
that is offered, I think it needs to be a bit more extensive in terms of.. .Just like an 
NVQ, you go on a half day to the training department and do it say over a period 
of two months, or three months. I think it would be more beneficial than Just going 
for a day a year. Because between the gaps it’s too long and then you tend to 
forget what you learnt that day. (FOCUS 2.2: 76).
Overcrowding: Participants from both phase four focus groups said the medication
training was meeting their needs. However upon further questioning it appeared that the
training was not conducive to learning for all the participants. These participants
described how over crowded the training was and how it ran very late to accommodate
all the attendees. They said that due to the number of people present it wasn't always
possible to have their questions answered. This was consistent to the themes arising
from the first set of focus groups. The following participant statement echoes these 
concerns:
F3.4 The training is good I will say... though I must admit I do think when you go 
on the courses there are far too many people on the courses. I mean at one time
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/fh/nk there was about eighty peop/e or? one course, it  was crowded, abso/ute/y 
crowded into that room wasr/t/t? And/n fact/fe /t it  was a f/fe hazard up there 
w/th the amount o f peop/e that were /n there, it  was r/d/cu/ous. /  dor/1 know 
whether you know [named/oca/ tra/n/ng venuej, the top room, we///t was 
overf/ow/ng into the computer room; the who/e p/ace was fu//, abso/ute/y fu// 
(FOCUS 3.4174).
Both groups suggested as an alternative to have more in-house training. A participant in 
focus group four suggested that a pharmacist could come in to the home and run 
through the home’s individual medication stock. Within all four focus groups some of the 
participants expressed alternative ways of running the medication training. This wasn’t 
true for any of the interviews. This finding could have a methodological explanation such 
as the focus group imitating a training session and consequently encouraging new ideas 
and problem solving from the participants. It could also be that the focus group model 
encourages participants to more freely share their ideas (Morgan 1997).
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6.3.3 Theme three: Support
The interview schedule for both individual interviews and focus groups asked 
participants to explore issues of support for care workers in their role in administering 
medication. The analytical themes to emerge were: supportive manager, do not need 
support, lack of support, manager having faith in staff, having a hands on manager and 
feeling unprotected.
The surprising finding in this area was the perception of support. Most participants 
viewed support as something that is only required when they are learning or if they are 
struggling. They described support as being observed by a senior member of staff. 
Support was rarely described in the context of being nurtured or developed in their role. 
Moreover, when the subject was pushed further, several of the participants became 
defensive stating that they didn’t need support and were capable of doing their job.
Other participants described support in more general terms and found the support they 
received was adequate or accepted the limited support due to the heavy work load of the 
manager. Four of the five participants from phase one interviews said they could get 
support from their managers but it was difficult to ascertain in the interviews exactly what 
this support was. When efforts were made to try and elicit this information some 
participants became very defensive of their managers and it was difficult to probe further 
without appearing to be purposefully looking for problems. This was a fundamental 
problem of this area of questioning as perceptions of support can be both individually 
and professionally based. However, all the participants gave their perceptions of support 
of their role, which has produced some interesting insights.
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The following quote highlights some of the issues discussed above.
Supportive manager/Do not need support
L: ...So you feel you are supported?
11: ...Not at the moment because I can do it on my own but at the beginning we 
had full support. I can do it on my own. I am very confident. And I feel proud.
L: If you had any questions about medication or there was something you wasn’t 
quite sure about what do you do then?
II: For the time being with the present medication we have in the house I am 
really confident to what each one Is and what to do. Unless someone is sick you 
know?
L: What are your thoughts regarding this support?
II : I am happy with the support. I feel at the moment with my manager and 
deputy and my fellow workers I am one of the lucky people. (INT. 1.1. 190 -  206)
This quote reflects the concept that support is something that is required when you are 
learning or inexperienced as opposed to something that is continuous and integral to the 
role. The participant also uses the term “lucky” to describe their circumstances. This 
indicates a subservient perception of gaining support. The participant does not express 
that they would expect this support but receive it by chance/luck. The relationship 
balance of the care worker and manager is perceived to be unequal based on this quote 
even though the participant expresses being satisfied with their circumstances. 
Consistent with themes of the first set of interviews, one participant from phase three 
interviews found the concept of support confusing. They said they did not need support 
as they were confident and competent in their role and they would only seek it if there 
were an emergency.
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One individual from focus group one, as demonstrated below, gained support through in- 
house training with regards to NICE (National Institute of Health and Clinical Excellence) 
guidance and medication. They also referred to the pharmacist as being a source of 
support if they needed information.
Supportive manager
F2.1 Well my first call I would ring the pharmacist within the trust and the 
manager, I would ring the manager, I would also ring my supporting pharmacist 
in the community, as well as the GP.
L And do you find they are supportive?
F2.1 Yes very supportive. The last training we had in-house, we got a website 
that we can go on now, and she gave us information from NICE (National 
institute of health and clinical excellence). So that was quite good of her 
(FOCUS 2.2:101 -  103).
The above quote not only highlights the area of support but again illustrates the 
relationship balance of the care worker and their manager. The statement of “so that 
was quite good of her” is interesting as it indicates that the manager is doing something 
as a good will gesture which is in addition to their ro le.. What this statement does show 
is good practice on the part of the manager. Whether the care worker feels their role is 
not worthy of this support or that they are not used to this support is unclear. However, it 
does indicate that they would not expect this support and commitment and when it is 
given it is seen as above and beyond the role of the manager.
Lack o f support: Three of the participants of phase three interviews said that they had 
good practical support from other colleagues when administering medication. The other 
two participants said they administer and arrange the medication on their own. The 
individual answers indicate that it depends on local policy or practice whether it is one
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member of staff or two that deals with the medication. Those staff that had the support of 
another colleague found it beneficial. One expressed that they felt more protected when 
there were two of them administering the medication, as they were less likely to make a 
mistake. Expanding on this another participant said that they would be the only member 
of staff on duty that was qualified to give medication and so could not request support 
from another member of staff even if they wanted to. This was consistent with some 
participants from the phase four focus groups. They said they receive very little practical 
support because they are mainly on duty with agency staff and so can only administer 
the medication on their own with no opportunity to consult with a colleague or seek 
practical assistance. The participants discussed the limitations of agency staff saying 
that they are unfamiliar with the service and service users and so are of limited 
assistance. Further, some of the participants said that it took more time to show a new 
member of agency staff how to do something than it did to do it themselves. The 
participants stressed that whilst they are attending to this they need to carry out their 
other duties such as driving, shopping, cooking cleaning and bathing. These themes of 
being under pressure were highlighted earlier when discussing the challenging aspects 
of their role.
F3.4 Usually in my house because we are so short staffed there is only one 
person, the shift leader there that's doing it. My support would be the agency 
staff ...so you would be administering the medication to them, and they would be 
encouraging the clients to take the medication. Obviously some have to be taken 
before meals and some have to be taken after the meal so you are splitting it up 
anyway, but the only support would be an agency staff that was there 
(FOCUS.3.4 266):
F4.3 Well sometimes you get the manager or the assistant manager on duty and 
sometimes you are working with two agency people. You know agency people
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... they say they are a/r/ght, but some o f them they carft do fh/s, cad t  do that, so 
you fee/you are do/ng everything, a /ot o f pressure (FOCUS4.429/J.
Interestingly having described their lack of support the majority of participants from both 
the individual interviews and the focus groups said that they were satisfied with the level 
of support. Explanations for this could be that the participants talk about support in two 
ways. Firstly in relation to being trusted to do their job without being observed and 
secondly in relation to practical support they receive to assist in carrying out their role. 
There could also be a methodological explanation, as the interviewer is a senior 
manager in the Trust the participants may have felt that they had to demonstrate they 
are in control and competent at their job (see methods section for more in depth 
discussion).
Four of the participants said that it was up to the individual if they wanted to seek further 
support, as there were no formal systems in place. One participant below described 
some examples that would improve support for them.
18: It would be quite useful to actually have a fact sheet or a book of some sort. 
We have BNF (British National Formulary book of medications) but more user- 
friendly sort of fact sheets so we know exactly what drugs we are giving out and 
why. Because we have some of them but not all o f them, that would be quite 
useful. And markings as well would be quite useful, so you know what to look 
for. Maybe once a month have a sort of one to one, where all the people that 
administer meds in the home have a sort of get together with the home manager, 
and have a discussion session about any fears they have (INT.8.3 50 -  52).
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Manager bas fa/f/j //j sfa/TJwo participants expressed how supportive their managers 
were and one in particular describes below a supportive relationship they had with their 
manager and gave an examples of how this has helped them in their role:
16: / have got my medication training at the moment and I feel a bit funny, I don’t 
know why but I feel more nervous as It gets harder as time goes by. And she 
said to me 7 have got faith in you to do it. But if  you want to sit down we will go 
through It together, and just refresh your memory”. I felt quite glad about that. 
She is going to have time to spend with me to go through it again (INT.6.3 124).
Hands on manager: Participants from phase one focus groups gave mixed views with 
regards to how supportive their managers were and this seemed to depend on whether 
the manager was “hands on" or not. Having a “hands on” manager was a recurring issue 
to be brought up by study participants. Two of the participants from focus group three 
said that they had very supportive managers and could approach them with regards to 
any queries or problems. One participant from focus group one said they could bring up 
any medication issues at team meetings if required. Some of these participants also 
highlighted the importance of having a “hands on” manager.
FI. 2: That’s what our manager does, sits in the office and paper pushes all day, 
even on duty, on a shift.
F I.3: It all depends. We have got a hands on manager so...
F I.4 :1 can’t fault...we have got a hands on manager; you know she would be 
there to do anything (FOCUS 1.2:136- 139).
Unprotected: A conversation ensued in a phase one focus group where by some 
participants expressed that their role and professionalism were not recognised as that of 
a qualified nurse. The theme of being unprotected if anything were to go wrong was
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expressed. These issues were also highlighted when they were discussing the 
challenging aspects of their role:
F 1 :1... I think we should be recognised as registered nurses if we are 
administrating medication. We are basically doing what a registered nurse would 
do so why are we not registered?
F1: 2...because we do mostly everything that they do.
F1.1: Even when my manager is on duty he doesn’t do it, he says, “you do the 
medication”; he doesn’t even bother to touch it (FOCUS 1.2:126- 131).
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6.3.4 Theme 4: -  Role of administering psychotropic medication and 
alternative interventions
The interview schedule for both individual interviews and focus groups asked participants to 
explore the participant’s role with regards to psychotropic medication within their area of 
work. This specifically focus on who consults them for their opinions and the issues of what 
the circumstances would be when “as required” medication or otherwise known as “PRN” 
(see page 73) would be given and if, how and when alternative interventions are used.
The analytical themes to emerge were: being consulted with, not empowered, 
responsibilities, autonomy and following protocol.
Being consuited with: When the participants of the first set of interviews (phase one) were 
asked who consults with them with regards to service user medication the response was 
mixed. One of the five participants stated that they were fully consulted with by the manager, 
other staff and doctor. They expressed that they were asked their opinions with regards to 
any medication issues and were involved in discussions and reviews of service user 
medication regimes. They expressed that they found this a positive experience and made 
them valued as a member of the team. Several of the participants from both the phase three 
individual interviews and phase four focus groups said they were fully consulted with as part 
of their team and by the manager and doctors. They expressed that their opinions were 
valued and taken into consideration.
F3.1 .. .my manager would listen to me straightaway and call the doctor consultant 
over straightaway without any hesitation. And in fact that has been done twice in our 
house, we have noticed particularly somebody falling asleep and she (the doctor) has 
come and reduced the medication and that person is 100% better because o f it. But 
our manager would take notice of everything that we say, because we are with them 
(the service users) more than the manager is (FOCUS.3.4 366 -  367).
N o t empoivered:Some participants from the phase four focus groups expressed strongly 
that it was not their role to consult with the doctor but the role of the manager. They would 
however, be consulted with if they were the key worker to a particular service user and this 
would take the form of a multidisciplinary meeting, or if the manager was not available. With 
the exception of the first participant there appeared to be a lack of clarity with regards to the 
care workers role when medication needed to be reviewed, changed or introduced. The data 
reflects the theme that often participants were not empowered enough to take on this 
responsibility. The power and influence of the doctors and nurses as described below is 
greater than that of the care workers. The following quote reflects that the care worker would 
only be consulted with as a last resort.
14: We do., .yes being the shift leader sometimes ... call in the doctor.
L: So if the...psychiatrist is coming in to review the medication, how would you be 
involved in that, or would you be at all?
14: Yes sometimes if we are the only ones here.
L: And does the doctor ask your opinion?
14: Yes. About medication and everything.
L: OK. So who is it that consults you for your opinions and views, for example if  you 
were worried that somebody was on medication and there seemed to be some side 
effects.
14: We go to the manager first.
L: You go straight to the manager...And would the manager ever come to you to seek 
your opinions on medication if  it needs to be reviewed... ?
14: No (INT 4.1: 13 4 - 146)
As above two participants of the second set of interviews (phase three) said they were never 
consulted with regards to medication reviews or changes. The two participants had two 
different views on this. One felt that it was not their place to be involved in this process but 
the place of the qualified members of staff. The other participant felt quite differently stating 
that they should be contributing effectively to this process as part of the team.
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/8: Obv/ous/y we are not qua//f/ec/but/t doesrit mean to say that we are stupid. /  
th/nk/t wou/dbe nice for some o f the care workers to be tnvo/ved, to say “took/th/nk 
maybe the/r ant/depressant needs decreasing or/ncreas/ng, they seem very tearfut." 
You know/th/nk it  wou/dbe nice to have a say but um... /  dor/1 th/nk that w///happen 
to be honest (/NT. 8.3 58).
As with the interviews there were inconsistencies in the themes to arise from the focus 
groups as to how influential the care worker was when decisions of medication were made. 
One particular participant felt that care workers’ opinions were not listened to or taken into 
consideration when medication was reviewed, introduced or changed.
Responsibilities: Across all phases of the data collection there is no consistent pattern as 
to which care worker independently administer “as required” medication without having to 
consult a more senior member of staff. Three of the participants stated that they make the 
decision of administering “as required” medication without having to consult with anyone 
else. One participant said they needed to telephone the manager before administering “as 
required” and one said they would consult with their colleagues that are on duty with them. 
These responses indicate that it depends on the particular home and their local policy as to 
these procedures. This was a similar picture for the phase three interviews. The participant’s 
answers varied pertaining to their role in administering “as required” and the particular 
circumstances. Two of the participants were reluctant to discuss “as required” in their areas 
and their answers were quite guarded. They expressed that it was rarely used within their 
service areas and would only be used as a last resort. They didn’t go into any depth with 
regards to quality of life issues for the service users or why this was the case. An 
explanation for this could be the stigma that is attached to over use of medication 
compounded by the fact that they were disclosing this information to a senior manager of the 
Trust (see methods discussion for deeper discussion). Two of the participants said that only
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the manager and or qualified staff make the decision as to whether “as required” would be 
given. One participant clearly saw it being the role of the manager and or qualified staff to 
make the decision of administering medication. They explained that they had no authority to 
make decisions or question other's decisions and did not express a desire to have this 
responsibility/authority.
Maybe the manager will suggest give the “PRN”, so “see how the person is, if it 
continues give the PRN” (INT.9.3 136).
Autonomy: Five of the participants in the first two focus groups (phase two) and all 
participants of the second set of focus groups (phase four) said that they could give “as 
required” medication without seeking advice or permission from a third party. Some 
participants expressed that the ability to administer “as required” medication without 
consulting others was an indication of status and experience. From the discussions that 
arose, it appeared that those participants that had been administering medication for a long 
period of time and had a long service history were given more autonomy to make decisions 
regarding medication. This view however was not consistent with the statements of some of 
the participants of the individual interviews. An explanation for this could be identified 
through the variance in methods. People in large groups may be more likely to embellish 
their responsibilities and status.
F2.1 No I don’t need to go to anyone else. Before when I was probably a lower 
grade I would have to discuss it with the deputy manager, to say “these are the signs, 
can you give me your opinion as to what needs to be done” (Focus 2.2: 52).
Following protocol: Participants from all four research phases were very clear that giving 
“as required” medication would not be the first step in trying to help a service user. When 
questioned about this, all participants refereed to guidance and or alternative steps to take 
before administering “as required” as described in the following quote:
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/4: Yes we /ja\/e a profoco/for a //o f them.. ../fsJust how we go about g/v/ng 
somebody “PR/\f. And then we try to ca/m them down first, some o f them can 
communicate; “do you need something to caim you down?'
L... Are these types o f situations deait with in other ways?
i4 : Yes. We take them to their room; some o f them iike to be in a quiet space with
music on. So we do that, or give one to one (iNT 4. i:  164- 178J.
One focus group participant describes below a number of innovative actions that would be 
taken as an alternative to “as required” medication or prior to giving it.
F f; 3.. .there is one of our gentlemen, he comes in [imitates ranting and shouting 
noises here], and you have to go down and there is nobody there, but you have to 
say “come on out, out". And you have to kick them out the back door (Referring to 
imaginary person), and he starts to calm down but then it will start again. I think I am 
kicking people out that I can’t even see myself! [LAUGHTER] But you know what I 
mean there are different ways of dealing with it, some people say “oh sit down, don’t 
worry about it.” But you have got to go and do what he wants because he can see 
people, he can see things.
(FOCUS 1.2: 201).
Several participants from the focus groups communicated very passionately that they would 
only give “as required” medication if all other avenues were explored first. Several 
participants did express however that it is often down to the individual member of staff and 
their personal beliefs and way of dealing with service user behaviour.
F4.4 You assess it at first, you can get a trigger. Sometimes it doesn’t go the full 
extent so you put yourself in the vicinity and just assess them, because sometimes it 
doesn’t kick off.
But then other people rush in and give them their “PRN” when they don’t need it.
You assess it I think at first (FOCUS.4.4 376).
This particular quote is worthy of note because it does show that where an individual does 
not have to consult with other staff there is scope for inappropriate use of “as required” 
medication. The data reflects that how a care worker makes use of “as required” medication
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depends on their individual approach. This could indicate that in some areas there is too 
much scope for personal interpretation of medication need and a lack of clear guidance to 
help with consistency.
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6.3.5 Theme Five: Views on the use of medication and service user choice
The interview schedule for both individual interviews and focus groups asked participants to 
explore their views and attitudes regarding the use of psychotropic medication for people 
with learning disabilities? The analytical themes to emerge were: beneficial for service users, 
improvements in use -  less reliance, potential for abuse, cultural differences, use is historical 
and choice depended on service user ability.
Benefits / Improvements in use: Three of the participants of the first set of interviews 
(phase one) articulated the benefits of the use of psychotropic medication and illustrated 
situations when it had helped individual service users. One participant explained how 
psychotropic medication prescribed for anxiety had helped a particular service user to go out 
and socialise. Three of the participants from the second set of interviews (phase three) also 
said that the use of psychotropic medication for this client group was beneficial. One of these 
participants said that they have seen many improvements over the years in its use. They 
elaborated that reliance on psychotropic medication is far less and it is reviewed far more 
regularly than in previous years, which is a re-occurring theme throughout the findings.
There were vast differences in the analytical themes to transpire between the two focus 
groups in phase two in relation to their views on the use of psychotropic medication for 
people with learning disabilities. As above participants from focus group one expressed that 
they had seen immense improvements in its use over the years. The general consensus was 
that the use of psychotropics was beneficial when it was given in the best interests of the 
service user. As transpired in the interviews the group discussed that service users in their 
care are now prescribed far fewer drugs and that they viewed this as being very positive. 
They explained how staffs are more aware of how to deal with service users when they are
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distressed without always resorting to giving medication. These data would suggest a model 
of care allowing a more holistic and social approach to be applied prior to medical 
interventions.
Potential fo r abuse: Focus group two however, did not express these improvements and 
mainly described the use of this medication as negative and asserted that they could see the 
potential for abuse. The rationale for this difference in response could be a result of the two 
different samples. The participants of focus group one by coincidence had many more years 
experience than the participants of focus group two. Participants of focus group one 
discussed how things have improved and so tended to focus on these improvements 
compared to the past management of medication. Participants of focus group two looked at 
the current service without reflection of previous medicine management. This could explain 
the difference and influence of the answers.
Four of the five participants of the first set of interviews (phase one) said that they felt the 
use of psychotropic medication for people with learning disabilities could be negative, was 
only a short term measure and had the potential to be abused. They went on to say that the 
medication often could not get to the root of the problem and so the actual issue causing the 
service users distress went un-addressed. One participant said that although they could see 
the benefits of the use of this medication they had reservations that non-qualified staff 
administers it due their limited training.
Cultural differences: Of the four negative responses to the use of psychotropic medication 
two participants made reference to cultural differences in the general use of medication. 
They both originated from Africa (specific nationality not identified) and exclaimed that there 
are great differences in the use of medication between England and their countries of origin. 
They elaborated that often situations dealt with in England with medication would be dealt
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with differently in their countries of origin. They explained that before taking medication they 
would try other things such as having a drink or a sleep. These particular participants 
articulated a cultural difference in the use of medication.
1.2: Well they think.. .you need medication for everything isn’t it? You don’t tend to 
look at it from the normal perspective that something might be wrong. At times all 
you need is maybe to relax and find a place to rest for maybe a couple of minutes. 
But.. .you take the medication and it’s .. .something of the mind isn’t it? Once you take 
the medication you think it’s the medication working, but actually if  you are not the 
type that is used to taking medication you think “oh if  I can get a bit of sleep for five 
minutes, it will definitely help”.
At this stage ... they are used to it, even without asking them, when the time is near 
they will line up ready, they are expecting it. (INT. 2.1. 230 -  245)
To substantiate this emerging theme a participant from focus group two also expressed 
these opinions. They were particularly vocal against the use of psychotropic medication and 
medication in general and said that they themselves seek alternative measures if they have 
a problem.
F2.1 .. .because me myself I am not an advocate of drugs to be honest. If I have a 
headache I tend not to take Paracetamol, I try to do other things to calm me down. 
...Camomile tea, because I am aware of some of the side effects o f certain drugs on 
your system and some of them its long term, it builds up and builds up, and then 
eventually it takes its toll on your system. So it’s just like the drugs that we give to 
the service users, everyday you go and pop it from the pack and just give it.. .its not 
like a sweet you just give, it’s really dangerous over a period o f time (FOCUS 2.2: 
164-166).
A similar theme emerged from the phase two interviews as well. Two participants felt that 
this type of medication was over used and interestingly one felt that medication was over 
used in general and saw this as being the fault of the drug companies.
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/7: There seems to be so many mecf/cat/ons on the market these days, companies 
are pushing them ait the time are /it they? i  wouidJust iike to think that iess 
medications couid be used in générai Because i  am sure... everything that we take 
has side effects and sometimes the side effects i  am sure must be much worse than 
the actuai thing it  s supposed to be treating. (iNT 7.3. 128).
H istorical use: Three of the participants expressed the theme that the reason for the use of 
this type of medication was historical. They surmised that some service users would have 
been prescribed psychotropic medication years ago for one reason or another and had been 
left on it ever since. They also deduced that it would be too difficult to take someone off this 
medication if they had been on it for so long. These findings also emerged from the focus 
groups. Two of the participants from focus group three (phase four) discussed how they felt 
the reviewing processes of medication was inadequate. They expressed a lack of confidence 
in the consultant psychiatrists that reviewed the service user medication, stating that they 
themselves had a better understanding of the service users as they are with them more 
often. This echoes the previous discussion regarding the care workers' role and being 
consulted with. One participant found this particularly frustrating and illustrated this through 
the following example:
F3.31 don’t know whether they take the care workers very seriously. We had a client 
and she went on holiday and there was a complaint from the public that she 
was.. .how do you say manhandled or whatever and um.. .since then they put her on 
some antipsychotic drug and she has stayed on it forever now.. .she has been on it 
for a long, long time. As soon as she gets up in the morning, goes and sits in the 
chair she is falling asleep. But nobody says anything, nobody notices anything, I 
think I pointed it out to her care worker, no sooner is she up in the morning she is 
falling asleep again. They don’t care. I don’t know whether I told the manager or not 
but they don’t listen to you (FOCUS 3.4. 366).
The above quote illustrates the issues of long term use of psychotropic medication and the 
review processes.
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Interestingly one participant articulated ambivalence when asked for their views, indicating 
that they had no power to address the issue anyway. This statement reflects back to the 
earlier themes of despondency and not being involved in the decision-making processes. It 
also highlights the possible danger of a care worker not questioning if there were a 
medication error.
15:1 mean if  it’s prescribed by the doctor, especially a doctor who has known them I 
would say why not? I can’t see any problem with that, because if  anything happens 
we call 999 and then get it sorted (INT 5.1: 164).
Choice depends on service user abiiity: When exploring what choice the service users 
have in taking psychotropic medication and how they are empowered to make that choice 
the data revealed a three way split in the participants answers. This was consistent for both 
the individual interviews and the focus groups. Firstly participants exclaimed that the service 
users in their care have profound or severe learning disabilities, would be unable to 
comprehend the uses of medication and so consequently were not offered choice. Some 
participants did elaborate on this by saying that the staff act as advocates for the service 
users in this respect. They expressed that it was very important to follow the service user 
guidelines and to take alternative steps prior to administering medication (FOCUS 3 & 4.4). 
This is illustrated in the quote below explaining the importance of holistic care;
F2.1 1 think there needs to be...the care workers need to be taught to be advocates 
on behalf o f the service users you know, not just to say OK, to give a bath, and give 
them something to eat but in every aspect of their lives. You need to look at 
something and say well I am responsible for this, to support this person to have a 
better life. So I am going to look at every aspect and I am looking at medication, and 
I am saying you know I need something to be done (FOCUS 2.2: 175).
The second set of answers demonstrates where participants are offering and encouraging 
choice to their service users. One of the participants said that the service users in their care
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had very good communication skills and there was a clear system used for gaining service 
user consent to take medication. This involved imparting information in an accessible format 
about the type of medication, uses, side effects and why it's being prescribed. If the service 
user agreed to take the medication they were asked to complete a consent form:
16: We explain.... if  they are in pain for example, “if  you are in pain you need a tablet 
to make you better, it’s only going to be for a short while it’s not forever, but it’s there 
to help you”. If it’s those that don’t speak ...we can show them pictures, or explain 
through sign language, to help (INT. 6.3. 210).
One participant reflected how they utilised the doctor to explain a change in medication. It 
was unclear though whether this was because they felt unable to do so themselves or 
whether it was the preference of the service user.
15: ...I think sometimes when it changes colour they might become reluctant, I have 
noticed that in the past, iike from black to white to blue, they say I don’t want it. Then 
you have to get the doctor in to explain to them this is the same thing and they 
accept it because that’s the doctor talking. (INT 5.1: 184).
The third set of answers indicated that choice was not promoted for some or all of the 
service users in relation to medication. Several participants said that some of the service 
users in their care had some limited understanding of the use of psychotropic medication. 
These participants when asked couldn't give any examples of how they empower the service 
users to make a choice and to understand the use of medication they are taking. An 
explanation for this could be that most participants expressed that the service users in their 
care are happy to take the medication because it is part of their routine. This is an interesting 
assertion as it indicates that service user “contentment” excuses staff not to empower the 
service users and allow them to learn and question. This explanation also reiterates the 
relationship balance of the careers and service users.
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In conclusion the participants expressed positive and negative attitudes to the use of 
psychotropic medication and the use of medication in general. Those in favour of its use said 
that they had seen the benefits in its use by increasing the quality of life for service users, 
and they noted that there was now less reliance on its use and that the mechanism for 
medication review has improved. Those opposed to its use expressed that it is only a short­
term measure, it does not get to the root of the problem and is often prescribed based on 
historical incidents. There were differences in cultural beliefs in medication use observing 
that there is an over reliance in its use in England. The data also highlighted that there is a 
great reliance on the individual care worker and their interpretation of need for medication. 
This highlights the importance of robust guidelines and leadership for care workers.
The findings relating to choice supports the theme that care workers are not empowered 
adequately in their roles to empower the service users to make choices. If the care worker 
only has the skills and knowledge to administer medication but is unaware of the uses and 
side effects of it they will not be adequately skilled to share this knowledge with service 
users. As reflected in the literature review, giving service user choice can create a dramatic 
change to everyday life for everyone and can create more work for staff. These changes 
however, could in the long-term lead to greater quality of life for service users and more role 
fulfilment for the care workers.
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6.4 Summary of findings
The following is a summary of the above findings. The findings were presented under the 
five key areas of the interview schedules. These were experiences, training, support, role of 
administering psychotropic medication and alternative interventions and views on the use of 
psychotropic medication and service user choice. Under each of these five sections the 
themes that were identified from the data were presented as the analytical themes (see 
Chapter 7 analysis for table). The findings from the individual interviews and focus groups 
were explored together.
The findings to emerge from theme one experiences were split into rewarding and 
challenging experiences to reflect the discussions as guided by the interview schedule. The 
analytical themes to emerge for rewarding experiences were rewarding interactions, service 
development (the move from hospital based services to the community), emotions, making 
connections, parental role, empowerment and autonomy, parental role and service 
development. The analytical themes to emerge when participants discussed their 
challenging experiences of their role were: danger/ violence, being short staffed, paper 
work, pressure/stress, lack of support, medication errors, refusal to take medication and 
conflicts between qualified (nurses) and unqualified staff (care workers.) Under theme two 
training, the analytical themes to emerge were: learning on the job, sharing knowledge, 
further training not required, satisfaction with training, the need for more in-house training,, 
and overcrowding. Under theme three support, the analytical themes to emerge were: 
supportive manager, do not need support, lack of support, manager having faith in staff, 
having a hands on manager and feeling unprotected. Under the forth theme of the role of 
administering psychotropic medication and alternative interventions the analytical themes to 
emerge were: being consulted with, not empowered, responsibilities, autonomy and 
following protocol. Finally under the fifth theme of the views on the use of medication and 
service user choice - the analytical themes to emerge were: beneficial for service users.
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improvements in use -  less reliance, potential for abuse, cultural differences, use is historical 
and choice depends on service user ability.
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Chapter 7
7.1 Discussion of Findings -  interpretative integration
The following discussion of the findings integrates the data generated from the different 
methods through theoretical interpretation. The analysis incorporates the knowledge gained 
from the two methods, and considers the data in an overall explanatory framework (see 
integrated methods chapter 4 for full discussion).
The findings of this study can be divided into two areas. Firstly there were the analytical 
themes that emerged from the data and secondly are the master themes which have 
emerged from the analysis of the data. The master themes were identified as the consistent 
issues arising from the findings. This required immersion in the data within its new 
framework and to group together the analytical themes into key concepts which are 
described as master themes. These master themes were médicalisation, organisational 
support and work related stress, relationships: power and status and the acquirement o f 
knowledge through practice and experience (see figure 3 below). Interestingly the research 
began with an interest in exploring médicalisation as the theoretical framework and that 
other master themes emerged alongside this. The master themes will be analysed through 
the theory and in this process will demonstrate what has explanatory power from the theory, 
and where the analytical findings may challenge or expand the existing theory.
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Figure 3: Data Themes
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7.2 Médicalisation
The following discussion links the findings of the study with the theoretical framework of 
médicalisation. Médicalisation has been utilised as a conceptual model of theorising and 
making sense of the relationships among the findings that have been identified as important 
to the study. The following diagram illustrates the connection between the analytical findings 
and the theoretical framework.
Figure 4: Médicalisation and findings
MEDICALISATION
I
Beneficial for service users 
Improvements in use -  less reliance 
Potential for abuse 
Cultural differences 
Historical use 
DangerA/iolence 
Short staffed Conflicts between qualified and unqualified staff
Medication errors
Refusal to take medication
The findings from the interviews showed a mix of negative and positive opinions with regards 
to the use of psychotropic medication. Various participants had insights into the use of this 
medication and were able to reflect improvements in its use over the years, such as less 
reliance on its use and more monitoring. Some participants discussed how medication has 
benefited the lives of service users, enabling them to be part of society and have a better
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quality of life. These findings highlight the benefits of médicalisation by defining a condition 
as an appropriate object of medical attention it can lead to alleviation of symptoms and as a 
consequence a better quality of life.
In all cases where “as required” is given all participants were very clear that this would not 
be the first intervention taken and that they would follow protocol and local guidelines. 
However, where specific guidelines were not in place the alternative interventions used to 
de-escalate a situation appeared to be ad-hoc.
Another intriguing finding to emerge from the study was the cultural differences in how the 
staff viewed the use of medication. Several ethnic minority participants from both the 
interviews and focus groups expressed an aversion to medication. They expressed that they 
would prefer to use alternative means of addressing an ailment. Grzywacz et al. (2005) 
found that ethnic differences in beliefs about the meaning of illness, appropriate approaches 
for health management and individual responsibility for health may explain why black and 
Native Americans are more likely to use home remedies than white older adults. They also 
noted that other studies of younger adults show that black people view conventional medical 
treatments "less favourably" than white people and believe that home remedies are a viable 
form of treatment for minor ailments. The researchers in this study tried to determine why 
this was the case and so considered other possible factors, such as availability of care, 
economic hardship and health disparities. When they adjusted for socio-economic 
inequalities between black and white people, ethnic differences in the use of home remedies 
became larger rather than smaller. They found that culturally based beliefs about health and 
appropriate strategies for maintaining health may provide better explanations for ethnic 
difference in home remedy use. These cultural beliefs could have a great influence on the 
use of medication within services for people with learning disabilities. It could be of benefit to 
the service users that alternative measures are taken to administering medication to alleviate 
distress or discomfort. This would help eradicate an over reliance on medication and 
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encourage the use of alternative therapies. However, it could be to the detriment of service 
users and them not receiving essential pharmacological solutions to a physical or mental 
ailment. This could be extremely harmful for both staff and service users. Service users 
could be denied crucial medication that provides them with an improved quality of life. These 
particular participants from ethnic minorities expressed insightful views of medication use. 
They did not merely have an aversion to medication but discussed how medication was not 
a cure for all aliments and that it has limitations and side effects. Those opposed to 
médicalisation also express these opinions. Conrad and Schneider (1980) express that 
medicine cannot overcome all human distress, and that labelling life experiences or social 
problems as 'diseases' subjects them to medical control without necessarily conferring any 
curative or palliative benefits.
As discussed in the literature review the United Kingdom has a heavy reliance on medication 
to solve complaints. This was also indicated by some of the ethnic minority participants from 
this study. One explanation for this difference in medication use could be Zola's (1972) 
theory that medication could be the replacement for religion. This opinion could very well 
explain the differences in opinions of medication use of the participants. Those participants 
from African nationalities could have greater religious convictions compared to their English 
counterparts. Where religion is not sought to gain comfort and cure then medication could 
be. However, as this was not explored within the study it is purely speculation. Another 
theory is the power that the medical and pharmaceutical professions have in western 
countries and their influence on the use of medication. Critics of médicalisation argue that it 
is a form of social control and point out the benefits to doctors, showing that sometimes 
medical professionals have more to gain in power and money than patients in health 
(Ehrenreich and Ehrenreich, 1974). These views can be supported by many of the 
participants from this study. They asserted that there is a continued possibility of medication 
abuse which depends on the individual care worker and their personal practice and 
ideologies. They also expressed that the use of psychotropic medication was often due to 
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historical events that had occurred. Service users had remained on medication regardless of 
if the original behaviour had reoccurred or not. The rationale for this decision is unclear as to 
whether it is fear of the original behaviour reoccurring, a sound medical explanation or poor 
medication management. Regardless of the reasons those participants that had discussed 
this were unaware of the rationale and against its continued use. These findings link in with 
Conrad’s (1979) theory of medical deviance and medical social control.
In common with previous research this study found clear relationships between service user 
choice and service user ability. It would appear that the abler the service user, the more 
support they received in making choices. Although the participants were able to express how 
they act as advocates for the service users with severe or profound disabilities they were on 
the whole unable to identify ways they could offer choice such as through alternative 
communication. This finding is interesting as it echoes the opinions of those opposed to 
médicalisation. It is argued that a medical definition and management of a problem renders 
that problem an individual matter, thus obscuring the relevance of social factors and 
discrediting lay solutions (Conrad and Schneider 1980). However, in contrast the benefits of 
médicalisation are that defining a condition as an appropriate object of medical attention can 
possibly lead to prevention, alleviation of symptoms and cure. Whereas when a distressing 
condition is thought to result from fate or other agencies beyond human control, there is no 
possibility that the resources of medical intervention will be applied.
In conclusion the findings indicate that social care services for people with learning 
disabilities are still medicalised and follow a medical model with regards to medication 
management. Although services for people with learning disabilities are now based in the 
community and underpinned by the philosophy of normalisation they are still medicalised in 
relation to the extensive use of medication. However, a social care model governs the care 
workers that are employed and trained within these services. There would appear to be 
contradictions in this approach to service delivery as the two models of care are not always 
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complimenting each other. As discussed in previous chapters it depends upon the individual 
home as to how well these models of care are utilised. This impacts greatly on the role of the 
care workers in administering medication. If the medical model does not allow or encourage 
the care worker to be part of the whole process of medication management this limits their 
involvement but also their ability to acquire evidence based practice. The power balances of 
those with a medical background (nurses, consultant psychiatrists etc) still outweigh those 
staff from a social care model. This power balance may shift over time, as the social care 
model becomes more ingrained. The danger with this as demonstrated in this study is that 
the loss of medical knowledge can lead to dangerous practices. Without the knowledge of 
how medication works and the understanding of its uses it will only be a matter of time 
before incidents of poor medication management come to notice.
7.3 Emotional Intelligence
The other master themes to emerge from the data {organisational support and work related 
stress, relationships: power and status and the acquirement o f knowledge through practice 
and experience) all have commonalities with the theory of emotional intelligence. The 
rationale for interpreting the data under the theoretical umbrella of El is that the principles 
provide a way to understand and assess people's behaviours, management styles, attitudes, 
interpersonal skills, and potential (Goldman 1995). The following discussion of the findings 
will therefore be debated under the framework of emotional intelligence (see figure 4).
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Figure 5: Emotional intelligence
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7.4 Organisational support and work related stress
It is clear from the findings that there are many interpretations as to what support is and what 
this support means to individuals. Some participants viewed it as practical support and 
others saw it as something one receives when one is learning but not needed once it is 
learned. Although there was a lack of a general consensus as to the meaning and need of 
support, interestingly what emerged throughout the findings was a lack of organisational 
support and emotional intelligence. Participants discussed what was “stressful” in their 
working roles. This included issues of not being involved in decision making, heavy 
workload, lack of staff and working with inexperienced staff from agencies. These concerns 
were also found in Potts and Halliday’s (1988) study.
The findings of this study identified that some care workers did not feel involved in the 
decision making processes. This lack of empowerment did not encourage them to be part of 
the service user’s medication management and question practices. These findings are 
mirrored in Sarata’s (1984) study, finding staff's dissatisfaction as being highest when they 
played no role in the development of programmes and procedures.
When participants were recalling their rewarding experiences, there were many references 
to the service users as being a source of fulfilment. Although some of the participants 
attributed some of the challenging aspects of their role to service user’s behaviour, in the 
main they mostly discussed their relationships with service users as gratifying. Service users 
acted as significant sources of support of satisfaction. These findings are consistent with 
Browner et a/’s (1987) study.
The data revealed that for many of the participants changes to medication procedures took 
place without regard for their impact on those who implement them. They also 
communicated that they lacked the means to influence decision making because
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communication channels were non-existent. Various participants were ambivalent when 
expressing their views on the use of medication, reflecting their lack of engagement with the 
service users and the organisation. This was articulated through their descriptions of 
powerlessness to make any decisions or changes. This shows a lack of emotional 
intelligence on the part of the managers. Emotional intelligence asserts that in order for 
leaders to generate and maintain excitement and enthusiasm, they must be able to appraise 
how their followers feel, and be knowledgeable about how to influence these feelings (Trice 
and Beyer 1993).
The data revealed how the individual participant dealt with administering psychotropic 
medication and who consulted with them depended on the individual care home, the 
manager and the participant's interest. Different participants had a variety of levels of 
responsibility and autonomy. The rationale for this was inconsistent across the care homes 
and was a result of experience, the local policies of the particular home and the individual 
manager. Some participants were very involved in the decision making of a service user's 
medication schedule and others indicated that it was not their role or place to be dealing with 
medication. Although some participants did express being a part of the decision making 
processes of medication management they did not convey any particular understanding or 
involvement of the organisations values and objectives with regards service development in 
their areas of work.
In conclusion the findings indicate that the greatest stresses on care workers were not their 
interactions with service users but were attributed to organisational issues in relation to 
medication management. The literature (see literature review) alludes to the conclusion that 
the effective role of the care worker depends upon the emotional intelligence of the 
organisation. Care workers should be part of the organisation's values and objectives and as 
a consequence be included in service development so they can embrace change and 
development.
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7.5 Relationships - power and status
Transactional analysis
The following section will draw upon the theory of Transactional analysis to discuss the 
relationship dynamics the participant’s discussed and the power and status which they 
described.
The findings reveal that the care workers role is dependent of the power and status which 
they have within the service they work. Some participants described their new 
responsibilities of administering medication as having greater status and power. They 
articulated this in relation to the role of the qualified nurse as having greater status then the 
care workers. The change in responsibilities gave the care worker’s greater power and as a 
consequence greater status. When the participant’s described their interactions with the 
service users they used language that indicated an unequal relationship balance. They often 
referred to the service users as children and themselves as the parents. When the 
participants described their exchanges with their managers some described they played 
subservient role by never questioning or being invited to question decision making 
processes. This discourse and relationship dynamics can be examined through transactional 
analysis (Berne 1961). Berne (1961) said that each person is made up of three alter ego 
states. These are the parent, child and adult. The following descriptions of the alter egos can 
identify the ego states of the participants when discussing their interactions with the service 
users and managers. The care workers take on the ego state of the authoritative/caring 
parent when describing their role in administering medication. When the participants 
described the role of the service users they tended to take on a subservient role/child role. 
There were many references to being cared for/looked after/in their best interest/ 
happy/content. These expressed interactions were very different between the participants 
and their managers. Some participants described their manager as a domineering force that
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cannot be reasoned with. Others painted their managers in a very positive light describing 
them as being nurturing and supportive.
Wagner’s (1981) newer ego states (see literature review) can help describe the participant’s 
interactions in a more detailed way. The participant’s descriptions of their role would be 
identified within the nurturing (positive) parent where as the service user’s role would come 
under adapted child -  compliant (negative). It is through this interpretation that the 
imbalance of the relationship can be identified. If the care worker is taking on a nurturing role 
and not empowering the service user there is the possibility of abuse of power if the service 
user is taking on the alter ego of compliant child. With regards to medication this could 
impact on quality of life of the service user. Although the majority of participants expressed 
compassion for their client group they did not express empathy. It is this emotion that would 
allow them to see things from the service user’s perspective. Empathy, a contributor to 
emotional intelligence, is an important skill, which enables people to provide useful social 
support and maintain positive interpersonal relationships (Thotis 1986).
The descriptions of the care worker/manager relationship described by some of the 
participants would put the manager in the parental ego state and the care worker in the child 
ego state. However, it would pertain to the particular reference as to what component they 
would come under. Many participants depicted a positive working relationship where by the 
manager plays a nurturing/structured role and the care worker a co-operative role. This 
relationship would allow the care worker to learn and have autonomy whilst being supported 
and empowered. Managers who can accurately assess how others feel and respond to 
these feelings in productive ways are much more likely to be able to effectively overcome 
resistance to change and transform a service in significant ways (George 2000). Epstein 
(1990) asserts that because leaders who are high on emotional intelligence are better able 
to understand and manage their own emotions, they may be more likely to engage in 
constructive thinking to build and maintain high levels of co-operation and trust. Other 
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descriptions of the care worker/manager relationship highlighted an imbalance in the 
relationship. Some managers were described as authoritative, critical parents where as 
some of the participants depicted themselves as compliant or in a couple of cases resistant 
child ego states. Examples of this were where the participant would give medication to a 
service user if their manager told them to without question. There were also examples of 
resistant child where the participant expressed anger towards their manager without 
proposing any solutions or alternatives. Once again this conflict in working relationships 
would have a negative impact on both staff and service users. Emotional intelligence entails 
not just being able to manage one's own emotions, but also being able to manage the 
moods and emotions of others. Being able to excite and enthuse other people to make them 
feel cautious and wary is an important interpersonal skill and vehicle of influence 
(Wasielewski 1985).
In conclusion the transactional analysis model is useful in analysing and describing the 
interactions the participants had with the service users and their managers. This was 
particularly true for the newer ego states, which were utilised to describe the participant’s 
interactions in a more detailed way.
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7.6 Tacit knowledge 
Communities of Practice
Only one of the care workers taking part as participants in this research had attended formal 
training in metal health and alternative interventions. Most participants were very vague 
about what this training would be and why they would need it. This issue is compounded by 
the fact that many of the participants of the focus groups expressed concerns over the 
medication training. These findings indicate that access to formal training for care workers is 
minimal or not always considered by the participants as being adequate. The analysis of the 
data revealed more than just data on training attendance, it illustrated a different 
appreciation of gaining knowledge.
The participants in the study expressed the importance of learning on the job and passing 
this knowledge onto their colleagues as preferred to attending a formal training course.
Some of the literature argues that this is a precarious way of storing, maintaining and 
transferring knowledge. Individuals can improve their performance as they gain experience 
with a task but they may not be able to articulate what strategies they used to achieve this 
improvement (Argote 1999). This issue can be reflected in this study. It was positive that in 
all cases where “as required” medication is given all participants were very clear that this 
would not be the first intervention taken and they would follow protocol and local guidelines. 
However, where specific guidelines were not in place the alternative interventions used to 
de-escalate a situation appeared to be ad-hoc. If the participants had not received any 
training in alternative interventions it appears that they rely on experience and “tacit 
knowledge”. The danger with this method is when new staff are coming to work (which is 
often the case with the vast use of agency staff) and would not have this knowledge base or 
simply the use of other alternative interventions would be more effective.
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When further exploring the issues of training and knowledge all the participants often found 
it difficult to articulate what they knew and how they put it into practice. They were in the 
main unable to express how they came to practical decisions.
Wenger (1998) describes communities of practice as its members being bound together, 
having mutual engagement and a shared repertoire of communal resources. This practice 
could have positive attributes for the permanent care staff in the homes but could be 
detrimental to new and agency staff. Further, a potential problem of this type of learning is 
when the culture of the environment is not conducive to safe and effective care practices 
and/or if there is a lack of efficient leadership. Without a robust system of monitoring this 
could easily lead to an abusive environment. These factors are of consequence when 
reviewing the training practices of care workers. Although the participants presented very 
confidently in learning on the job and passing that knowledge on, without safe evidence 
based practice it could lead to neglect and abuse.
Another interesting issue is when asking participants to identify if they have any training 
needs. This question assumes that care staffs know what they do not or should know. For 
example this was a concern when discussing training in mental health and alternative 
interventions. If some of the participants were unaware of the importance of this knowledge 
and how it could help them to understand and assist service users they would not 
necessarily view it as a knowledge requirement. This debate reiterates the previous 
discussion of organisational support and leadership issues but could also explain why the 
participants put such a high value on experiential learning. If this form of knowledge 
requirement is the major means by which care workers gain insight then its importance is 
paramount to the care workers role.
In conclusion the findings demonstrate that the learning process for the participants involves 
more than formal training but concerns participation in a community of practice. Participation
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refers to local events of engagement in certain activities with certain people and being active 
participants in the practices of social communities and constructing identities in relation to 
these communities. This however must not detract from the importance of formal training to 
supply evidence based knowledge to care workers but should be viewed as going hand in 
hand with participation in a community of practice.
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7.7 Methodological issues 
Role o f the Interviewer
The following discussion will explore the role the interviewer played in the research process 
and how this might have influenced and enhanced the findings.
As discussed in the methodology it is important to have an awareness of 
researcher/interviewee bias. This required that the researcher be aware of their possible 
influence while making every effort not to purposely influence the participants’ answers. 
Although the best efforts were made to not bias the research by expressing personal 
experience, thoughts and feelings bias still occurred. An example of this is the issue of 
support. It is apparent from the findings that there was a clear bias in asking the question on 
support and what to expect as an answer. As a nurse the role of support is a foundation of 
nurse training. This is reflected in practice through supervision, preceptorships, mentoring 
and other support mechanisms. Although this support may or may not be effective in a 
nursing role a nurse would be trained to expect to receive and deliver this support. This 
however is not the case for a care worker. A care worker does not receive this type of 
professional training and so might not be familiar with the various concepts of support and its 
importance. This demonstrates that even before the interviews started the study was biased 
through the design of the questions. Looking more closely this could be argued for other 
questions posed to the participants. The questions asked were asked from the researchers 
need to have answers to questions that were important to them and not necessarily to the 
participants. The questions therefore might have been unrealistic and expectant of certain 
value bases such as the want to learn and achieve and delivering quality services. These 
areas are integral to the researcher's role but may not be so high on the agenda of the care 
worker. There would also be the more subtle biases that would have been subconsciously 
given by the researcher. These could be as slight as a nod of the head in agreement; a smile
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or gaze aversion but all could have influenced the interviewee’s response. This could have 
occurred when participant’s responses were in keeping with the researcher's opinions. 
However, these subtle interactions could have encouraged the participants to open up more 
then perhaps they would have done for someone not working within the field. Therefore it is 
important to view the researcher/interviewee as a participant of the study and hence integral 
to the findings.
In conclusion the contribution of the researcher/ interviewer in this study should be viewed 
as essential to the findings as that of the interviewees and so consequently receives the 
researchers “biases” not as a negative contribution but an enriching source of data.
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7.8 Individual interviews and Focus Group
The following discussion will reflect how the two methods utilised for this study produced the 
data, the limitations and advantages of their implementation and the value of adopting these 
methods.
The results of this study revealed factors that are consistent with other research that has 
compared the effectiveness of focus groups and individual interviews (Morgan 1997, Patton 
1990). In the main there was consistency in the answers the participants supplied between 
the two methods. Where there were differences in opinions and experiences these were 
reflected in both the focus groups and the individual interviews. What was significantly 
different between the two methods was the way in which the answers were given. As 
discussed in the findings the individual interviewees tended to answer the questions in the 
narrative. The individual interviews focused very much on the participants’ individual 
experiences with service users. Whether they were discussing service users challenging 
behaviours, change in roles or lack of staff the participants tended to describe the issue 
within a particular situation that had occurred. This gave a rich data that presented the 
answers in a context. Although some of the participants of the focus groups also discussed 
some scenarios in the narrative due to the dynamics of the focus groups they were unable to 
elaborate to the extent that the individual interview participants could. The focus group 
participants tended to discuss their experiences in a more broad sense and imparted more 
facts than feelings.
A significant finding of the focus group method was the collaboration of answering questions. 
This is common for focus groups and as discussed in the methods section can have 
negative and positive connotations. Often participants were swayed by the more dominant 
characters in the group or by those more able to articulate their point of view. This
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collaboration of views was reflected in the phase two focus groups as discussed in the 
findings. This reflects the possible negative consequences of using focus groups to elicit 
information. Then again this method may have encouraged participants to express opinions 
that might have been more daunting to express in a one to one interview. It helped stimulate 
conversation by assisting other participants to contemplate concepts that could not be 
introduced by the interviewer in order to avoid bias. An example of this was the discussions 
of ways to improve training. This only occurred in the focus groups. A possible explanation 
for this could be the group dynamics for focus groups are similar to that of training sessions. 
Often training sessions are conducted through small informal groups where participants are 
encouraged to engage with the session. Perhaps that was why participants felt obliged to 
give solutions to the questions posed.
In relation to the actual implementation of the two qualitative approaches there were 
limitations to both. Firstly it was far more difficult to arrange the focus groups then the 
individual interviews. The co-ordination for the focus groups took far more time and energy in 
trying to arrange then the individual interviews where you are only dealing with one person 
as opposed to a number of participants. This included a number of issues including location 
of the focus groups, consideration for shift patterns and work commitments. Although these 
were issues for the individual interviews it was far easier to accommodate their 
requirements. However, the focus groups were far easier in the initial stages of trying to 
engage the participants in the interview process then the individual interviews were. It often 
took far longer for the individual interviewee to relax and open-up to the interviewer.
As to the question of whether individual interviews or focus groups are a richer source of 
gaining information from research participants or whether they complement each other 
depends on the information required. If the study required more contextual findings then it 
would be fair to say that individual interviews would be more appropriate. The drawback of 
this however is that one may be left with a great deal of data most of which may not be 
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relevant to the study. One of the limitations of the focus groups was that you could not 
predict that the group would delve deeper into areas that were not of particular importance to 
the study. Once again you could be left with a cumbersome amount of data with very little 
value. However, this unforeseen data can be fortuitous and add depth to the study that was 
not planned for. In this study the findings of the individual interviews and focus groups were 
of equal value as they were both able to draw out the information identified in the research 
design. Although each method had its negative and positive implications they were both 
valuable tools in this particular qualitative research. The data they produced complemented 
each other giving a rounded perspective of the issues discussed. The goal of integrating 
research methods was to strengthen the total research project, regardless of which is more 
favourable. There are very few studies that provide thorough comparisons of individual and 
group interviews therefore it is difficult to say when such differences in context might lead to 
differences in results and what these differences might be. The question of which method is 
more preferable in which circumstances is essentially an empirical one and more research is 
required to answer this (Morgan 1997). The clinical academic paper will further explore this 
debate (see volume 1 of thesis).
In conclusion the two methods in the main produced consistent findings but the difference 
was how the answers were given. This gives support to the validity of the study although the 
research was open to differences in the findings. The two methods had their limitations and 
advantages but were given equal value in their implementation and in the rich data they 
produced for this study.
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7.9 Use of Framework
The experience of using the Framework model to analyse the data was a positive one. As 
there were clear research questions, thematic analysis, through the use of Framework was a 
well-structured and systematic tool. It defined the research questions as contextual (what 
exists) and diagnostic (reasons and causes for what exists) which illustrated the link with the 
theoretical framework of médicalisation. Due to the design of the model it allowed the 
researcher to follow a clear path to analysis. This ordered approach assisted in categorising 
the attitudes of the participants and making associations of these attitudes with their 
behaviours. The model also strengthened the qualitative style of the study as is sometimes 
lost with traditional thematic analysis, which is often quantified. Through following the five 
key stages of the model the essence of what the participants were saying was not lost and 
the richness of the data was retained. There was however areas within the study that in 
hindsight lent themselves to other methodological models. An example of this would be the 
use of a narrative model for analysing the “stories” that arose from many of the interviews. 
This methodological model could have given a different interpretation of the findings. This 
however would not have been as useful for the focus groups and so making a comparison 
between the individual interviews and focus groups using two different analytical models 
would not have been a valid contrast. Or a different approach to integration could have been 
utilised. Another aspect of the findings that might have been better served if an alternative 
methodological model was used was the findings that were not part of the indexing process. 
Grounded theory might not have been as restrictive as the Framework model and would 
have viewed all the findings in their entirety.
In conclusion the utilisation of the Framework model to analyse the data was extremely 
beneficial to the research design and the data. Its structure assisted in the validity of the 
study whilst eliciting the required data for the study.
Revised Thesis 2009 Page 182
7.10 Clinical Practice
As a result of undertaking the doctorate in clinical practice the impact it has had on clinical 
practice will be more evident upon completion of the course. However, the service 
development project audit allowed the Trust to gain a clearer understanding of the amount 
and type of psychotropic medication being prescribed for people with learning disabilities in 
its services. Further as a result of this audit a re-audit was undertaken which gave the Trust 
an updated analysis of the prescribing practices of psychotropic medication. This was 
achieved by auditing 10% of the original participants and comparing any changes between 
the two audits. Both sets of audit results have been presented at the learning disabilities 
governance group and discussed with the Trust’s head of pharmacy and nurse consultant for 
learning disabilities. The research project has helped raise the agenda of psychotropic 
medication for people with learning disabilities and will influence future development of policy 
and procedures. The passage below gives more detail as to how this will be done in 
conjunction with the recommendations section.
7.11 Plan for dissemination
The results and recommendations of this study will be shared across the Trust within which 
the research took place. This will be actioned in several ways. Firstly an executive summary 
will be developed and distributed to all the individuals that were part of the study. A 
presentation will then be developed which will be presented at the Trust’s Learning 
disabilities Governance group, at the operations directorate management team meeting and 
at the quarterly research and development forum. A more detailed synopsis will be given at 
the Trust’s Service Improvement Open Forum and those participants that took part and were 
invited to take part in the study will be invited to attend. This presentation will also be 
presented at the Nurses monthly conference.
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Externally the research will be presented at the Surrey University PhD support seminars and 
at the one of the two day research conferences. Further, a paper has been submitted to the 
Journal of Mental Health Research in Intellectual Disabilities which focuses on a comparison 
of focus groups and individual interviews. Additional papers are going to be developed with 
the supervisors for this study focusing on the empirical and theoretical issues of learning 
disabilities practice. The journals to be approached are Learning disabilities practice, Journal 
of Intellectual Disability Research and Research in developmental disabilities.
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Chapter 8 Limitations of the study
The following discussion will explore the limitations of the study and makes suggestions to 
rectify this if the study were repeated.
Sample
As discussed in the methods, gathering the sample for the study was very lengthy and 
difficult. The result of this was that the numbers of participants in the focus groups was lower 
than is recommended. This could have had a biased effect on the data produced from these 
groups and on the comparison of the two methodological models. However, the findings of 
the focus groups were consistent with the literature (see methods) so this did not occur. 
Further, what can be viewed as a limitation of the study can also be viewed as a significant 
finding. The struggle to gather the sample reflected the limited time care workers have in 
participating in activities outside their role. This was often attributed to low staffing levels. 
Also, many participants reported that they had not received the information from their 
managers in the first instance. As this was not verified by the researcher with the managers 
we can only surmise that the managers did not want the care workers to take part in the 
study. This could once again be due to low staffing levels but there could have been other 
underlying reasons such as fear of what would be revealed or a belief that it wasn't the place 
of care workers to be involved in research. Considering the limited amount of research 
looking at this group this could very well be the case.
Other methods
It is difficult to say what alternative measure would be taken to gather the sample if this study 
were repeated as every effort was made in the original study. Perhaps this would indicate 
that focus groups are not the most appropriate means of gathering data from this group and
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possibly individual interviews and observation would have been more conducive to the 
study. Observations would have also assisted in linking the findings to the theory. The 
transactional model was utilised in the discussion to explain the participant’s interactions. 
The limitations of using this model to describe the analysis were that the actual interactions 
were not witnessed and relied on the recollections of the participants. The drawback to this 
is that other communication such as non-verbal and inclinations were missed. It also relied 
on the personal interpretation of events from the participants so observation would have 
been an ideal method to fully utilise the transactional model.
Biases
As detailed previously there were clear biases within the study. Although these biases are 
acknowledged and utilised within the analysis they may very well have skewered the study in 
a way that could only be tested if someone else repeated the study. If the study were 
repeated a possible alteration to the research design could be to create the questionnaires 
with care workers. Although the questions in this study were viewed by care workers prior to 
the study they did not create them. This might ensure that the questions asked had more 
meaning to the participants then the researcher. This method of course would still have its 
biases but would be a more efficient way of engaging the participants.
Gaining other perspectives
An avenue that was not explored was to gain views from qualified learning disabilities nurses 
working in the care homes. This would have been an interesting comparison to the views of 
care workers and would have given a further perspective of the issues. However, the 
rationale for this study was to focus on care workers views, as these are the unheard voices. 
Never the less, a future study looking into the views of learning disabilities nurses would be
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of great value. More over a study ascertaining the views of the service users living in the 
care homes would also focus on the unheard voice and once again would provide another 
perspective to the phenomenon.
Change of service provision
Finally, since the commencement of this study the social change project has taken place. 
This means that the learning disabilities homes that were part of this study are starting to 
move to other providers. Although this is not a limitation of the study is does hinder the 
dissemination of the findings to help improve services. However, the findings of this study 
will be relevant to those organisations taking on the care homes and is hoped will be of 
benefit to the care workers and service users of the new organisations where the issues may 
well be the same.
In conclusion the gathering of the sample for the focus groups proved to be extremely 
cumbersome. There were biases in the design of the questionnaires and as suggested in 
future care worker input into the design would help to counteract this. Further, another 
suggestion for future study is to seek the opinions of qualified learning disabilities nurses and 
service users.
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Chapter 9 Original contribution to research
The following discussion will outline the studies original contribution to research.
It is believed undertaking this research provides an original contribution to knowledge and 
understanding of the subject area. The literature within this field revealed that most studies 
that have been conducted with regards to caregivers' opinions of pharmacological 
interventions for people with learning disabilities did not seek the opinions of care workers. 
Of the few studies that did address care worker views of the above issues the methods 
used for the study were quantitative surveys. It was this gap in the literature that was 
addressed in this study.
This study has contributed to the methodological literature comparing individual and group 
interviews. Due to the limited amount of literature comparing these two methods it is 
envisioned that this research will help in contributing to answering where differences in 
context might lead to differences in results and what these differences might be.
The findings and recommendations to come out of this study contribute to clinical practice. 
The study identified areas of effective practices and areas for development. These findings 
can help future service developments and improve existing services. This study can be a 
vehicle to share good practices and the Trust forums and Governance structures will be 
utilised to do this.
In addition, a learning disabilities nurse carried out the study and the subject researched 
has clear links and implications for learning disabilities nurses. According to the Good 
Practice in learning disabilities nursing, (DH 2007) researchers have rarely focused on 
learning disability nursing practice. They articulate that very few learning disability nursing
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departments in universities have a significant role in research. Of those nurses that do 
complete small-scale research projects they do not tend to publish their results.
In conclusion research into the area of learning disabilities is growing but the studies are few 
compared to other health and social care areas. This particular piece of research will assist 
in contributing to this field of research and help widen the scope.
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Chapter 10 Implications for clinical practice, education and 
research
Clinical Practice
This study has a number of implications for practice, education and research. Firstly given 
the high prevalence of psychotropic drug prescription in individuals with learning disabilities 
and the medical, legal and ethical issues surrounding its use, information on the dynamics of 
medication practices has implications for services, clinicians, researchers and service users. 
The findings suggest there is a need to clarify the role of the care worker and what that role 
requires in terms of support. As services move from the NHS into social care there could be 
implications for services to become lost and hidden. Without staff having clearly defined 
roles, support and effective leadership it leaves the service open for abuse.
Education
The findings indicate that the medication training is not always meeting the needs of the care 
worker to carry out their role in administrating medication. As their level of responsibility rises 
so will be the need for a greater understanding of psychotropic medication and its 
contraindications. Without this training it leaves the staff in a very vulnerable position and the 
service users in a potentially hazardous situation. This issue is impacted further by the lack 
of training into alternative interventions. Where staff are expected to use medication as a last 
resort they should be empowered with the tools to undertake alternative interventions. 
Although some care workers are very able through their experience to help service users 
without giving medication, they might not have the knowledge to know what is best for the 
service user and how to pass this knowledge on to others. Care of service users should be 
evidenced based and based on the individual service user. These issues have a clear 
impact on training resources for the Trust and future service providers.
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Research
Further research will need to address the issues raised within this study in a wider scale 
research project to support service change and those lives that it affects. As the services 
addressed in this study move from the NHS to other care providers care workers must be 
given support to meet the needs of those service users in their care. The role of the care 
worker is gaining greater autonomy and so these service developments should be closely 
evaluated for their effectiveness of delivery of care.
In conclusion as the services for people with learning disabilities are changing once again it 
is even more crucial that the care workers have clearly defined roles. This is particularly 
important in light of their continued increase in responsibilities. This should include greater 
training so they can adequately carry out their duties in a safe and effective way. Finally, 
further and continued research is required to evaluate the new service providers are meeting 
the needs of people with learning disabilities, principally in relation to the use of psychotropic 
medication
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Chapter 11 Recommendations
The following section will discuss the possible recommendations the organisation could take 
to improve services for people with learning disabilities and the working lives of the care 
workers that care for them based on the findings of this study.
Generic Definition
The role of the care worker in learning disabilities homes needs to have a generic definition 
with clear scope and accountabilities. The Trust needs to decentralise decision-making and 
increase employee participation. This would give the care worker a greater sense of 
perceived as well as real control of the work process. The Trust should involve the employee 
more directly in the process of career growth and job development. This can be achieved 
through reviewing the employee’s strengths, weaknesses, interests and career goals and by 
providing opportunities for the individual to realise promotion or change within the 
organisation. Through clarifying the care workers role and duties it will reduce conflict and 
confusion. The Trust should define and communicate its expectations with the care workers 
and set specific goals that reflect these expectations. The Trust’s supervision and appraisal, 
systems provides an excellent opportunity to express support.
Staff Development
In partnership with clearly defined roles is staff development. Effective staff training can be 
beneficial in influencing job satisfaction and empowering the care worker. The training 
programme for care workers needs to better reflect the demands of the job. This may need 
to vary depending on the demands of the individual home and service users. A systematic 
training programme to educate care workers about psychotropic medication needs to be 
designed, implemented and disseminated on a broad scale. Staff should be taught the 
fundamental implications of medication as opposed to just when and how to give it. This
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should be underpinned by a philosophy of choice and informed consent. This of course will 
need lots of support from the home managers and/or existing qualified nurses but this is their 
role and they should be using their position and knowledge to support their staff. To 
accompany this training should be a programme focusing on mental health and alternative 
interventions. Staffs need to have a greater awareness of mental health in order to 
understand the needs of the service users for which they care for. Through staff training care 
workers should have a better understanding of choice and the rights of the service users. 
Educational materials can have powerful potential of being valuable tools in promoting 
choice. However, these materials must be adequately developed to optimise this learning 
and to maximise achievement of desired outcomes, including enhanced self-esteem and 
quality of life.
Assessment and Guidelines
The results of this study indicated that that use of behavioural guidelines were sporadic and 
care workers often used their experience or initiative to assist a service user. For staff 
working with service users who present a challenge to services it is important to have risk 
assessments developed. These should state the type of risks involved; what the degree of 
risk is; what actions are to be taken to minimise the risks and what staff should do if the 
worst scenario occurs. It is vital that these assessments are agreed by a group of staff to 
show the decisions have been taken carefully, and responsibility is shared. Management 
guidelines are also needed at times so those staffs have an agreed way to consistently 
respond to a service user's difficult behaviours. These processes will help protect both 
service users and staff and help eliminate any potential abuse.
Emotional Intelligence
Looking more widely the literature and findings highlight the need for the organisation to 
adopt the principles of emotional intelligence. Emotional intelligence consists of being aware 
of feelings, knowing the causes of feelings and how they change overtime, being able to
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express feelings and being able to induce feelings in others. By developing Emotional 
Intelligence the Trust could become more productive and successful in its service provision, 
and help others to be more productive and successful too. As discussed previously the 
process and outcomes of Emotional Intelligence development contain many elements known 
to reduce stress for individuals and organisations, by decreasing conflict, improving 
relationships and understanding, and increasing stability, continuity and harmony.
Further Research
As a final recommendation a large-scale research project needs to be carried out to look at 
the use of psychotropic medication for people with learning disabilities. Although 
improvements have been made over the years, people with learning disabilities are still on 
proportionately higher rates of psychotropic medication then the rest of the population. This 
research should include the changing role of the care worker and the move to a more social 
model of care.
In conclusion based on this study the role of the care worker needs to be more clearly 
defined to help irradiate role ambiguity. The role of the care worker needs to have greater 
support particularly in relation to training. The use of effective behavioural guidelines for 
challenging behaviour needs to be developed from thorough multidisciplinary assessments 
and then made mandatory to follow for all staff. Looking more widely the adoption of a more 
emotionally intelligent Trust philosophy would help address some of the issues arising from 
the study such as staff stress and ineffective working relationships. Finally, the need for 
further research into the use of psychotropic medication for people with learning disabilities 
is needed to evaluate its ongoing management and highlight any possible abuse of its 
implementation.
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Chapter 12 Conclusion
The following section gives an overall conclusion to this research study.
The aim of the study was to explore care workers’ views on and role in the administration of 
psychotropic medication for people with learning disabilities within social care homes. This 
aim was achieved through the use of focus groups and individual semi-structured interviews. 
The two research questions were answered for the study through the use of a qualitative 
methodology which provided insight into the participants’ feelings, thoughts, opinions and 
attitudes through their views and personal experiences. The majority of the participants in 
this study demonstrated a wealth of experience and dedication to the role. They often 
expressed compassion and insight into the lives of people with learning disabilities with 
which they worked. The findings of unclear roles, inefficient staff training and a general lack 
of understanding of service user mental health needs and choice is not perhaps a reflection 
on the participants but on the lack of resources and the philosophies of care in which they 
work. The Healthcare Commission’s audit (2007) of learning disabilities services (A life like 
no other) gave a bleak report of their findings. However, it did highlight that despite working 
in difficult environments many staff showed commitment to the field. This perhaps highlights 
that the disregard of learning disabilities services does not totally fall on the shoulders of the 
staff that work in them or even with the organisations which run them but with the political 
drivers that underpin them. The medication practices for people with learning disabilities still 
have a long way to go to improve. Given the nationally high prevalence of psychotropic drug 
prescription in individuals with learning disabilities and the medical, legal and ethical issues 
surrounding their use there needs to be a greater political drive for change. Until people with 
learning disabilities are championed and given a voice they will always be treated as second 
class citizens. As a consequence the adequate resources required to ensure people with 
learning disabilities have a good standard of living will never be forthcoming. Perhaps it is
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time for a new philosophy of change that embraces the concepts of emotional intelligence 
and/or a re-evaluation of the existing philosophies of normalisation and demedicalisation.
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Appendix 1
PARTICIPANT'S INFORMATION SHEET 
Study title: The seesaw of médicalisation and normalisation.
The role of the care worker in administering psychotropic medication for people with learning 
disabilities working in social care homes.
You are being invited to take part in a research study. Before you decide it is important for 
you to understand why the research is being done and what it will involve. Please take time 
to read the following information carefully and discuss it with others if you wish. Ask us if 
there is anything that is not clear or if you would like more information. Take time to decide 
whether or not you wish to take part.
What is the purpose of the study?
Concern has been widely expressed about the high frequency with which psychotropic 
medication is prescribed to people with learning disabilities and often with poor indications. 
Psychotropic medication is medication that is used for mental symptoms and is divided into 
different classes (Antiepileptic, Antiparkinsonian, Antipsychotic, Antidepressants, Mood 
stabilisers. Anxiolytics and Hypnotics).
Since the introduction of deinstitutionalisation and normalisation, there has been a decrease 
of learning disabilities nurses and an increase of care workers working with people with 
learning disabilities. As a consequence of the shift in staff ratios more and more care 
workers are required to administer medication including psychotropic and “as required" 
medication as part of their role.
The literature within this field reveals that most studies that have been conducted with 
regards to caregivers' opinions of pharmacological interventions for people with learning 
disabilities did not specifically seek the opinions of care workers. Of the few studies that did 
address care worker views of the above issues the methods used for the study were 
quantitative surveys. It is this gap in the literature that will be addressed in this study.
The aim of the study will be to ascertain care worker views that work in social care homes on 
the use of psychotropic medication for people with learning disabilities within their care and 
their role in the administration of it.
Why have you been chosen?
You have been chosen to take part in the study as you work in a social care home where 
care workers administer psychotropic medication. The social care homes and participants 
were chosen at random. There are a total of ten participants that have been selected for 
individual interviews and a maximum of forty participants for the focus groups.
Do you have to take part?
It is up to you to decide whether or not to take part. If you do decide to take part you will be 
given this information sheet to keep and be asked to sign a consent form. If you decide to 
take part you are still free to withdraw at any time and without giving a reason. A decision to 
withdraw at any time, or a decision not to take part, will not affect you in any way.
What will happen to you if you take part?
Focus Groups: You will take part with a group of your colleagues in an informal discussion, 
led by the researcher, regarding the issues highlighted above. You will be expected to 
contribute to the discussion and allow others in the group to express their opinions. 
Participants will be requested to maintain confidentiality and the discussion will be tape- 
recorded. The discussion will last for approximately 1-2 hours.
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Individual Interviews: You will be interviewed on your own and will be asked specific 
questions, which will allow you to express your views and opinions. The interview will last for 
approximately 1 hour and will be tape-recorded.
Tape Recording:
As part of the interviewing process I will need to tape record what you have to say so that I 
don’t miss any of it. I don’t want to take the chance of relying on my notes and thereby miss
something that you say or inadvertently change your words somehow. So, if you don’t mind.
I’d like to use the recorder. If at any time during the interview you would like to turn the tape 
recorder off, all you have to do is tell me and I will stop it.
Will my taking part in this study be kept confidential?
All information which is collected about you during the course of the research will be kept 
strictly confidential.
The researcher can ensure that they will maintain confidentiality by anonymising the data 
and adhering to the data protection act of 1998. The Data Protection Act (1998) details how 
personal data may legally be used. Research Data must be dealt with in accordance with the 
Act. Everything that you discuss will be for the research purposes and it will remain 
confidential unless you divulge something that is illegal and or unethical.
The researcher cannot ensure that all the participants of the focus groups will maintain 
confidentiality. However, prior to the focus groups the participants will be asked to respect 
each other’s views and input and to maintain confidentiality.
If you are affected by the Interviews?
If at any point of the interviewing process you feel upset or uncomfortable you can stop the 
interview at any point. If you feel you need to talk to someone regarding any issues that arise 
then you will be supported in doing so.
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What will happen to the results of the research study?
After every interview and focus group the discussions will be transcribed in full. A copy of 
this will be sent to the individual participants so that they have an opportunity to state 
whether the transcript is a true record of what was said. This information will be analysed for 
the research project and will be shared with Surrey and Borders Partnership NHS Trust and 
Surrey University. At a later date the findings may be used as part of a published article.
Who is sponsoring the research?
Surrey University are the sponsors of the research.
Who has reviewed the study?
South-West Surrey local ethics committee, Surrey University supervisors and the Trust’s 
Local Research and Development Group,
For further Information please contact:
Researchers contact details
This information sheet is for you to keep 
Thank you for reading this 
Date: November 2005 
Version: 3
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Appendix 2
Centre Number:
Study Number:
Patient Identification Number for this study:
CONSENT FORM
Title of Project: The seesaw of médicalisation and normalisation.
The role of the care worker in administering psychotropic medication for people with 
learning disabilities working in social care homes.
Name of Researcher: Lisa Musselwhite
Please initial each box
1. I confirm that I have read and understand the information sheet
dated............................. Version........for the above study and have
had the opportunity to ask questions.
2. I understand that my participation is voluntary and that I am free to 
withdraw at any time, without giving any reason and without being 
affected in anyway.
3. I understand that the information given is for the researchers project 
and will be shared with the Trust.
4. I agree to take part in the above study.
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Name of Participant;.............................................................................................
Signature:...............................................................................................................
Place of work:..........................................................................................................
Date:.......................................................................................................................
Researcher name:.................................................................................................
Signature:................................................................................................................
Date:.......................................................................................................................
Please return this form to Researchers address A copy will be returned to you.
Thank you for taking part in this study
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Appendix 3
Researchers address
July, 2006 
Dear colleague.
As part of a course I am doing I have to carry out a piece of research. For my 
research I will be looking at the views and role of the care worker in administering 
psychotropic medication for people with learning disabilities working in social care 
homes.
The research will be using both individual interviews and focus groups. Each 
participant will only do one. All social care homes in East Surrey of Surrey and 
Borders Partnership NHS Trust where psychotropic medication is used will be 
included in the process.
The overall aim is that this study will help improve services for people with learning 
disabilities and the staff that work in them.
If you would like to take part please send back the statement of interest below. When 
I have received all the statements of interest participants for the study participants 
will be chosen at random and then sent a consent form.
If you would like more details prior to expressing an interest or would like to ask any 
questions please contact me at the above details.
Thank you for your help.
Kind Regards
Lisa Musselwhite-Knell
I would like to take part in this research.
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Name.
Place of work.
Contact details:.
Please return this section to the address above. 
Thank you for your help
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Appendix 4
Researcher’s details
November 22, 2005
Dear
As part of a course I am doing I have to carry out a piece of research. For my 
research I will be looking at the views and role of the care worker in administering 
psychotropic medication for people with learning disabilities working in social care 
homes.
The research will be qualitative using both individual interviews and focus groups. It 
will require ten participants for the individual interviews and a further 24-32 
participants for the focus groups. All the participants will be chosen at random and all 
social care homes in East Surrey of Surrey and Borders Partnership NHS Trust 
where psychotropic medication is used will be included in the process. No more then 
two members of staff will be able to take part from each home. They will not be called 
to take part on the same day.
In order for me to select participants for the study please would you give a copy of 
the attached form to each care worker in your social care home that administers 
medication? Participants will be chosen at random from those that return the 
attached form.
The overall aim is that this study will help improve services for people with learning 
disabilities and the staff that work in them.
Thank you for your help.
Kind Regards 
Lisa Musselwhite
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Appendix 5
Individual Interview Questions -  phase 1
Remind the participant why they have been chosen and why the research is being
conducted.
Describe what psychotropic medication is, ask what they call it and use the same
terminology throughout the interview.
Personal characteristics - (age, sex, ethnicity, nationality)
1 Can you tell me about your work experiences of working with people with learning 
disabilities? i.e. different services (challenging behaviour, physical disabilities), 
time scales etc
2 Can you share some of your experiences of working with people with learning 
disabilities in the various care settings?
PROMPT - Most challenging and most rewarding
3 Can you tell me what training you've received over this time specific to learning 
disabilities?
4 Can you tell me what training you’ve received over this time specific to mental 
health?
5 In your opinion does the training you’ve received meet the requirements of your 
role?
6  Approximately how long have you been administering medication?
7 Can you tell me what training you’ve received over this time specific to 
medication? Can you give me details of this training i.e. duration, updates etc.
8  When you came into your present job did you know that you would be expected 
to administer medication?
9 What were your thoughts?
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10 Can you tell me about some of your experiences in administering medication?
11 What support do you receive in your role to administer medication?
12 What are your thoughts regarding this support?
13 What role do you play when medication needs to be reviewed?
14 PROMPT - Who consults with you for your opinions and views?
15 What role do you play if it is felt that a new medication needs to be introduced?
16 What role do you play if “as required” medication if needed?
PROMPT - Do you have specific procedures to follow?
17 In your care home when would “as required” medication be administered?
18 Are these types of situations at times dealt with in other ways?
19 Have you received training in alternative interventions to deal with these sorts of 
situations? i.e. behavioural interventions.
20 What are your views on the use of psychotropic medication for people with 
learning disabilities?
21 Are the service users involved in making the choice to take this medication? 
PROMPT-How?
22 What are your views on this practice?
Close: Researcher thanks the participant and re-caps the answers given by the 
participant. Do you have anything you’d like to add?
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Appendix 6
Focus Group Questions -  phase 2
Remind the participants why they have been chosen and why the research is being 
conducted.
Prior to each focus group participants will be asked to fill out a simple questionnaire 
on personal characteristics (age, gender, ethnicity, nationality) and professional 
background (education, work experience).
Describe what psychotropic medication is, ask what they call it and use the same 
terminology throughout the interview.
Ground roles: respect for each other's opinions, put mobiles on silent, role of the 
tape recorder and confidentiality.
Ice breaker
1 Opening Question to the group (use of pen and paper to stimulate 
responses): In recent years care workers have started to administer medication 
in learning disability services. What are your experiences with this? PROMPT -  
challenging and positive.
2 What role do you play if “as required” medication if needed?
PROMPTS - Do you have specific procedures to follow? In your care home when 
would “as required” medication be administered? Are these types of situations at 
times dealt with in other ways? Have you received training in alternative 
interventions to deal with these sorts of situations? i.e. behavioural interventions.
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3 Can you tell me about some of your experiences in administering medication? 
PROMPT -  challenging and positive
4 What support and training do you receive for your role in administering 
medication?
5 What are your views on the use of psychotropic medication for people with 
learning disabilities?
Closing statement: Each participant is thanked for taking part and given the 
opportunity to make a final statement regarding the issues discussed.
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Appendix 7
Individual Interview Questions -  phase 3
Remind the participant why they have been chosen and why the research is being 
conducted.
Describe what psychotropic medication is, ask what they call it and use the same 
terminology throughout the interview.
Personal characteristics - (age, sex, ethnicity, nationality)
1 Can you tell me what work experiences you've had of working with people with 
learning disabilities? i.e. different services (challenging behaviour, physical 
disabilities), time scales etc
2 Can you share some of your experiences of working with people with learning 
disabilities in the various care settings?
PROMPT - Most challenging and most rewarding
3 What do you think about the training you've received over this time specific to 
learning disabilities?
4 Can you tell me what training you've received over this time specific to mental 
health? What did you think of it?
5 Can you tell me about the training you've received specific to medication and 
what you thought of it? PROMPT -  administering, types, side effects
6  In your opinion does the training you've received meet the requirements of your 
role as a care worker?
SUMMARISE
7 Approximately how long have you been administering medication?
8  When you came into your present job did you know that you would be expected 
to administer medication? What were your thoughts and feelings?
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9 Can you tell me about some of your experiences in administering medication? 
PROMPT -  I’d like you to think about the last time you gave medication and talk 
me through it?
10 What support do you receive in your role to administer medication?
PROMPT- when you're giving it and if you have any questions.
11 What are your thoughts regarding this support?
12 What role do you play when medication needs to be reviewed? Can you talk me 
through what happens?
PROMPT - Who consults with you for your opinions and views?
13 What role do you play if it is felt that a new medication needs to be introduced? 
Can you talk me through what happens?
14 What role do you play if “as required” medication is needed?
PROMPT - Do you have specific procedures to follow?
15 In your care home when would “as required” medication be administered?
16 Are these types of situations at times dealt with in other ways?
17 Have you received training in alternative interventions to deal with these sorts of 
situations? i.e. behavioural interventions.
18 What are your views on the use of psychotropic medication for people with 
learning disabilities? PROMPT -  Can you give me actual examples of why you 
have these views?
19 Are the service users involved in making the choice to take this medication? 
PROMPT-How?
Close: Researcher thanks the participant and re-caps the answers given by the 
participant. Do you have anything you'd like to add?
Revised Thesis 2009 Page 230
Appendix 8
Focus Group Questions -  phase 4
Remind the participants why they have been chosen and why the research is being 
conducted.
Prior to each focus group participants will be asked to fill out a simple questionnaire 
on personal characteristics (age, gender, ethnicity, nationality) and professional 
background (education, work experience).
Describe what psychotropic medication is, ask what they call it and use the same 
terminology throughout the interview.
Ground roles: respect for each other's opinions, put mobiles on silent, role of the 
tape recorder and confidentiality.
Ice breaker
1 Opening Question to the group (use of pen and paper to stimulate 
responses): In recent years care workers have started to administer medication 
in learning disability services. What are your experiences with this? PROMPT -  
challenging and positive. What was it like before?
2 Can you tell me about some of your experiences in administering medication? 
PROMPT -  I'd like you to think about the last time you gave medication and talk 
me through it? - challenging and positive
3 What are your opinions on the training you receive for your role as a care worker 
and for administering medication?
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4 What support do you receive for your role in administering medication and what 
are your views on this support?
5 What role do you play if “as required” medication if needed?
PROMPTS - Do you have specific procedures to follow? In your care home when 
would “as required” medication be administered? Are these types of situations at 
times dealt with in other ways? Have you received training in alternative 
interventions to deal with these sorts of situations? i.e. mental health/behavioural 
interventions.
6 What are your views on the use of psychotropic medication for people with 
learning disabilities? PROMPT -  Amount of medication/side-effects
Closing statement: Each participant is thanked for taking part and given the
opportunity to make a final statement regarding the issues discussed.
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Appendix 9
Centre Number:
Study Number:
Patient identification Number for this study:
Pre- Interview Questionnaire -  phase 1
As part of this study I need to collect some personal information on those taking part 
in the study.
Please answer the following questions.
1. Age:
2. Gender: Female
(please tick)
□
Male
□
3. Ethnicity: (please tick)
White.
White - British.
White - Irish.
White - Scottish.
Other White background.
Chinese.
Other Asian background 
Mixed - White and Black Caribbean 
Mixed - White and Black African. 
Mixed - White and Asian.
Revised Thesis 2009 Page 233
Black or Black British - Caribbean. Other Mixed background
Black or Black British - African. Other Ethnic background.
Other Black background. Not known.
Asian or Asian British - Indian. Information refused.
Asian or Asian British - Pakistani.
Asian or Asian British - Bangladeshi.
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Appendix 10
Centre Number:
Study Number:
Patient Identification Number for this study:
Pre- Interview Questionnaire -  phase 3
As part of this study I need to collect some personal information on those taking part 
in the study.
Please answer the following questions.
1. Age:
2. Gender: Female
(please tick)
□
Male
□
3. Ethnicity: (please tick)
White.
White - British.
White - Irish.
White - Scottish.
Other White background.
Chinese.
Other Asian background 
Mixed - White and Black Caribbean 
Mixed - White and Black African. 
Mixed - White and Asian.
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Black or Black British - Caribbean. Other Mixed background
Black or Black British - African. Other Ethnic background.
Other Black background. Not known.
Asian or Asian British - Indian. Information refused.
Asian or Asian British - Pakistani.
Asian or Asian British - Bangladeshi.
4. Please give a brief overview of your professional background/work 
experiences.
5. Please write down any qualifications you might have i.e. NVQ in care level 2.
Thank you for your assistance
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Appendix 11
Centre Number:
Study Number:
Patient identification Number for this study:
Pre- Focus Group Questionnaire -  phase 2 and 4
As part of this study I need to collect some personal information on those taking part 
in the study.
Please answer the following questions.
1. Age:
2. Gender: Female
(please tick)
□
Male
□
3. Ethnicity: (please tick)
White.
White - British.
White - Irish.
White - Scottish.
Other White background.
Chinese.
Other Asian background 
Mixed - White and Black Caribbean 
Mixed - White and Black African. 
Mixed - White and Asian.
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Black or Black British - Caribbean. Other Mixed background
Black or Black British - African. Other Ethnic background.
Other Black background. Not known.
Asian or Asian British - Indian. Information refused.
Asian or Asian British - Pakistani.
Asian or Asian British - Bangladeshi.
4. Please give a brief overview of your professional background/work experiences.
5. Please write down any qualifications you might have i.e. NVQ in care level 2.
Thank you for your assistance
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Appendix 12 
Interview 0303 
Setting
The interview tool place in the participant’s place of work in a quiet office away from 
the residents and staff.
My thoughts and feelings
This was an extremely good interview. The participant needed very little prompting 
and was very assertive and forthright in their approach to answering the questions. 
The participant was very articulate and intelligent so was able to verbalise easily 
what they wanted to express.
Key points
The participant felt very strongly that the care workers were given a great deal of 
responsibility and felt it would be helpful to have more managerial training.
They also felt that it would be nice if they had extra support, perhaps another 
qualified person, when giving medication and supporting them through it. However, 
they don’t feel that that is possible due to the staffing restrictions.
The participant felt that very often staff aren't experienced, or are unqualified do have 
a lot of responsibility and find this quite surprising that there isn't more “red tape” to 
go through in order to be able to give this medication?
1. L: OK its 20^ October and this is the third interview of the second set of 
interviews. OK. Can you tell me about your work experiences of working with 
people with learning disabilities, for example in different settings, challenging 
behaviour etc?
2. 13: OK. Um...l have one year's experience here in this home with the trust, I also 
did...I did my first year of nurse training at Surrey University 2004 to 2005. I 
unfortunately had to pull out, but within that first year I came here to do a 
placement with LD clients. And that is why I came back to the home because I 
thoroughly enjoyed it and found it very very rewarding, and challenging.
3. L: What kind of home is this, what kind of service users do you have, is it 
physical needs or...?
4. 13: Um...no most are very physically able, in fact no all are physically able 
actually. Some are verging on elderly with learning disabilities as well, but that's 
the only reason (sounded like) that would affect their mobility and ability to do 
things for themselves. Its just behaviour, behavioural problems really, normal 
learning disability problems.
5. L: Could you elaborate on those behavioural problems, would that be 
challenging...?
6. 13: Challenging yeah, mood swings, [...] disorders, depressive disorders, that's 
basically it, agitation, sort of mania.
7. L: Could you share some of your experiences of working with people with 
learning disabilities over this year? For example, maybe a particularly rewarding 
thing that happened, or most challenging?
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8. 13: Urn...yes for example, this home especially, I don’t what a lot of the homes 
are like, but this home, we try and take them out a lot, you know it might be to the 
cinema, to the theatre, really vary their sort of...their social life as it were. Um... I 
took some clients to go and see a film about penguins this time last year, one 
client in particular who loves animals, and even though he couldn’t comprehend 
what the film was about, he recognised the penguins and his face...he was 
enthralled, normally he won’t sit still, but he just didn’t move the whole hour and a 
half, he was completely...amazed by the film and that was lovely to see. And it’s 
nice to see, when you give them sort of affection, and one to one, how they 
actually respond to that because they are not used to it. The response is lovely.
9. L: Yeah. So you find that quite rewarding?
10.13: Yeah.
11.L: How about any particularly challenging times?
12.13: Yes. Um...we had a lady who is epileptic and she has seizures most days, 
every other day, always hitting her head, always falling, and hitting her head, and 
one particular occasion she actually hit her head on a radiator as she went down.
I was worried, obviously a head injury I was worried, she was a bit dozy/drowsy 
afterwards so I called the paramedics and they said to err on the side of caution 
we will take her in. Um...she...obviously she was quite dozy for the first hour so 
that was fine, but when she started coming around she is another lady that will 
not sit still, she is very difficult to control, even with two people she is very difficult 
to control, very strong. And trying to get her to keep her canola in and to sit on 
the bed in A&E when its incredibly busy on a Friday night, oh it was a nightmare, 
an absolute nightmare, I couldn’t...I was on my own and I couldn’t you know...I 
found it very hard to control her. But luckily they sent her home; they discharged 
her within the nick of time. So that was character building!
13. L: [LAUGHTER] Thank you. Um...what do you think about the training that you 
have received specific to learning disabilities?
14.13: Um...very good actually. I think the trust training is very good, medication 
training again very good. As soon as I started I was put on a number of training 
courses within a month. Obviously the medication training is updated continually 
which is very good. And it’s quite in-depth, I do find you are explained...you 
know what drugs to give, and why you are giving them, and what they do, and 
what the side effects are. So yes it’s...compared to other sort of non trust homes 
it’s very good.
15. L: What about training specific to learning disabilities, learning about people with 
learning disabilities and things like that, have you had any kind of training around 
that?
16.13: Um....not so much no, no. I think that is probably something to do with the 
trust training department being a bit of a mess at the moment, they are just doing 
the essential training, i.e. first aid, medication; other things like understanding 
learning disabilities, I think are on the backburner at the moment unfortunately. It 
is as important but I think they need to...finance the important courses first.
17. L: Can you tell me what training you have received specific to mental health?
18.13: Um....personally nothing.
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19. L: Right. OK.
20.13: Uh huh.
21. L: Um...can you tell me what you thought of the training you have received 
specific to medication? You’ve said sort of a little bit already there, but um...for 
example has the training helped you in respect of administering it, telling you 
about the types of medication and the side effects?
22.13: Yeah. Yeah. Uh...the actual training is good because it helps you 
understand sort of for example, an hour after you have given medication what too 
look for in a client, changes to note in a client. Um...obviously the side effects 
[...] the side effects are and you know for example say a client is very crafty and 
you think they have taken the meds but the haven’t, they have put them in their 
pockets, you need to know what happens if they don’t take their meds. I mean 
the training is very good in that respect.
23. L: OK. Thank you. So in your opinion does the training you have received with 
regards to all that you have named, meet the requirements in your role as a care 
worker?
24.13: Yes and no. In terms of the amount of responsibility we have as care workers 
or senior support workers, there is a lot of responsibility and I think...I know this is 
what this research is about, but in my mind a lot of the responsibility has been 
transferred from qualified nurses to the care staff and in some respects I don 
think we are given the back up and support that we need. Not 
medication...medication that’s fine, medication training that’s fine, but I just think 
other areas I think...
25. L: Could you elaborate, what kind of training would you like to see put in place to 
help you in your role?
26.13: I think more shift leading definitely, um...more training in terms of the 
paperwork that we have to do now because there is paperwork all the time. 
Um...being left to fill out the accident form, faxing the relevant people, decision 
making, that sort of thing, just you know general shift leadership and decision 
making training would be beneficial. There is always a new situation that comes 
along where you don’t quite know how to handle it. And having the training in 
place would be beneficial.
27. L: OK. Thank you. I am just going to summarise what you have said so far. So 
your background and experience of working with people and learning disabilities 
is that you did the first year of your nurse training, and within that you did a 
placement which happened to be this home. And um...you liked it so much that 
you came to work here after that. The um...service users that live here are all 
able bodied, and they all have learning disabilities and have some challenging 
behaviours. Um...you shared some of your experiences of working with people 
with learning disabilities and the rewarding...you highlighted a particular time 
where you went to the cinema with somebody and found that very rewarding. 
And challenging with a particular story of a lady that had epilepsy and banged her 
head, and that was quite challenging because of her behaviour within an A&E 
setting. Um...the training you have received specific to learning disabilities, there 
hasn’t been anything specific to learning disabilities as in with it being a subject, 
however there has been lots of mandatory and statutory training around the
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actual role. And you have had no training with mental health. You have had your 
medication training and you feel that it’s really good and it has helped you in your 
role as a care worker. However, over all, with all the responsibility you have as a 
care worker you feel it would be helpful to have more perhaps managerial training 
within those areas. OK. So when did you start administering medication and 
what were the reasons for it?
28.13: Within this job or...?
29. L: Within this...yeah.
30.13: Um...within a month of...no sorry within two months of starting this particular 
job. I am shift leader and a senior care worker so I have to administer the 
medication.
31. L: Right. OK. So you have an NVQ by the way?
32.13: Yes.
33. L: Was that something that you had to have in order to give medication or...?
34.13: No. No. I had that previously.
35. L: Oh right. OK. So within two months of starting here you did the course.
36.13: Yeah.
37. L: And when you came into this present job did you know that you would be 
expected to administer medication?
38.13: Yes. Yes. Because of my experience of working in other homes, even 
though it was an elderly retirement home, yes generally care workers do 
administer meds these days.
39. L: OK. And what were your thoughts and feelings about...you knew this was 
going to happen?
40.13: Um...l was nervous because these types of meds that we are giving out here, 
obviously they are very different to the medication you give out in an elderly 
residential care home. Um...yes I was a bit nervous you know antipsychotic 
drugs are very different. But once...the training was in place and I understood 
what I was giving out and why, it made it a loss less daunting I think yeah.
41. L: Can you tell me about some of your experiences in administering medication? 
And this might help you a little bit, I would like you to think about a time when you 
gave medication and it was particularly challenging, could you talk me through it?
If it was particularly noisy, or things were going on around you?
42.13: We have a gentleman who is...not all the time but every now and again he will 
appear to take his meds, hide them under his tongue and then put them in his 
pocket, and you will find four months later a little collection of tablets in his 
pocket. He is very crafty, you know you will stand there for five minutes and you 
will think he has taken it and you will stand there to make sure he doesn’t spit it 
out, and he will keep it in his mouth all that time and then when you have gone he 
will spit it out. Um...on one occasion he was...he ahs five all very similar looking
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tablets in the morning, the same shape, same colour, same size. He spat two 
out...no he spat three out and had taken two, and I had to work out...try and work 
out from the marking and the shape, even though they had been partly dissolved 
already, what he had taken and what he hadn’t taken. Was it important he took 
the remaining three [...] one was a urine drug, so it didn’t really matter if he didn’t 
take that one. One was an iron tablet so it didn’t really matter, luckily the two he 
needed were the two he had taken but you know I was thinking oh gosh you 
know which ones has he taken, which ones hasn’t he? Do I try and re-administer 
them or what do I do? The best thing to do is to work out which ones he had spat 
out, and if they are not important then you know one dose won’t hurt if missed.
43. L: OK. So what support do you receive in your role in administering medication, 
for example when you are giving it, do you have sort of staff supporting you, do 
you have anybody that you can talk to if you have got concerns? For example, 
the story that you have just said?
44.13: The manager is pretty good here. He will....yeah even if he is off duty if you 
do have a real concern I could call him and he would allay my fears yeah.
45. L: And how about when you are actually giving the medication? Do you have 
support while you are doing that?
46.13: Not really
47. L: For example, if somebody is spitting out tablets over there...?
48.13: No. No. It’s generally a one person job, personally I prefer to have one client 
in the room at the time and then sort of...a rotation, in out, in out, I don’t like 
someone else handing them out for me because that is just...I won’t do that. I 
administer... I dish them out, administer them. It’s the safest way to do it.
49. L: OK. So what are your thoughts regarding this support? Would you like more 
support generally with regard to medication and...?
50.13: It would be nice I think to have two trained staff doing the meds I think, purely 
because that way you can check each other as well, make sure you haven’t 
made a mistake. Um...but I know that’s not possible, normally there is one 
person that can give out meds on a shift at a time anyway. So that isn’t really 
possible, um...it would be quite useful to actually have a fact sheet or a book of 
some sort. We have B&F (sounded like) but more user friendly sort of fact 
sheets, and we know exactly what drugs we are giving out and why. Because we 
have some of them but not all of them, that would be quite useful. And markings 
as well would be quite useful, so you know what to look for.
51. L: What about with regard to support in your role, it’s obviously a very 
responsible role to give out medication? Is there more support you would like 
with regard to training within the trust, or people to talk to that kind of support?
52.13: Um...l don’t think they can really improve on the training or support, I think it’s 
pretty good. Um...maybe once a month have a sort of one to one, well all the 
people that administer meds in the home have a sort of get together with the 
home manager, and have a discussion session about any fears they have, but 
other than that I don’t really think they can improve to be honest.
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53. L: OK. What involvement do you have when medication needs to be reviewed 
and can you talk me through what happens?
54.13: Um...not an awful lot, not as much as I would like actually. We are here 
twenty-four hours a day; we are the people that know you know...the first to see if 
medication needs changing. It’s normally just the home manager, the deputy 
manager, obviously the psychiatrist that...
55. L: So you yourself wouldn’t be consulted even though...?
56.13: No.
57. L: Right. OK. Um...so what are your opinions on that?
58.13: Obviously we are not qualified but it doesn’t mean to say that we are stupid. 
Like I say we... I think it would be nice you know for some to the key workers [...] 
involved, to say look I think maybe their antidepressants needs decreasing or 
increasing, they seem very tearful. You know I think it would be nice to have a 
say but um...l don’t think that will happen to be honest.
59. L: OK. What involvement do you have if it is felt...and this could be similar again, 
if it’s felt that a new medication needs to be introduced? So if you personally felt 
that there was a certain medication that you think would help them what would 
happen then?
60.13: Um...in this situation I would go to my manager and say I think patient X 
needs um...an increase in antidepressants. My manager is very good he will 
take that onboard, he wouldn’t just sort of pooh-pooh the idea and say you don’t 
know what you are talking about go away! He is very good like that so I think he 
would then probably consult the doctor and the psychiatrist. Yeah obviously, I 
think he would want to see evidence himself obviously. He wouldn’t just go on 
what I was saying but I think he would value what I was saying yes.
61. L: What involvement do you have when as required medication is needed and do 
you have specific procedures that you follow?
62.13: Um...yes. That training is separate to the actual main medication training 
which you would obviously [...] your medication training you would do as close to 
the main medication training as possible. I would be the wrong person to ask 
about that because mine has just run out and I haven’t been renewed obviously 
because I am leaving. Um...
63. L: Up until that point you have been [...]?
64.13: Yes. Yeah. And it’s equally as good as the ordinary medication training, 
equally as in-depth you know.
65. L: But if you felt that somebody needed as required medication what would be 
the things that you would be looking for, what would you...if somebody for 
example, was becoming aggressive, what steps would you take?
66.13: Um...look at the behaviour, is this normal? No it’s not normal. See um...they 
have...the PRN fact sheet in their medication file, and a protocol so obviously you 
follow the protocol. If you think its necessary give them the as required...
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67. L: What is the protocol? Could you explain that...is that um...?
68.13: I can't remember.
69. L: Sorry! So it's not for individual service users?
70.13: It’s different for each service user and the drug.
71. L: Oh right. OK.
72.13: It depends on what it is, for example um...one client has...I can’t pronounce it 
very well [...], the lady has rectal diazepam so it is different whatever they have. 
So...
73. L: Right. OK. And in your...in this particular home, when would as required be 
administered?
74.13: Where?
75. L: When would it?
76.13: When. Obviously if they had had their routine medication, that hasn’t worked, 
their behaviour is becoming increasingly worrying. It would be the person...the 
shift leader that would make that decision. Yes if all other methods of trying to 
calm the person down hadn’t worked then yes we would give them as required.
77. L: So that sort of leads me on to my next question really, are these situations at 
times dealt with in other ways?
78.13: You will always try and deal with it in another way I think. PRN is sort of the 
last case, you know distraction methods, one to one, taking the client away, 
giving them one to one, taking them into a different area to calm down, maybe 
out for a walk, or a drive or something. If none of that worked then obviously 
PRN is the next step really.
79. L: OK. So have you received training in alternative interventions at all to deal 
with these sorts of situations?
80.13: No. No.
81. L: Nothing like that?
82.13: We talk about it in-house with the manager because we have one particular 
client who frequently needs sort of calming down shall we say. But no there 
hasn’t been training on that.
83. L: Right. OK. So what are your views on the use of psychotropic medication for 
people with learning disabilities generally? And can you um...perhaps give me 
examples of why you have these views?
84.13: Yeah. Um...as you sort of explained to me at the beginning of the interview, I 
think in some respects too much responsibility has been handed from qualified 
staff to non qualified staff. I think some people that do administer the meds, non 
qualified staff that do administer meds probably aren’t suitable to be doing that. I 
think in terms of length of service within the trust or how recently they have had
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the medication training, um...l am surprised at how much responsibility has been 
handed over. Um...it doesn't worry me but I am surprised there isn’t more...I 
don’t know...not more training but more red tape around the issue of medication.
85. L: When you say this are you talking about sort of PRN in particular?
86.13: All the meds, but especially PRN you know, if you are going to give somebody 
rectal diazepam that’s a very powerful drug, somebody who may not have any 
experience in care and is [...] shift leader, I know that probably isn’t very likely to 
happen, but sometimes it might do. they might have leadership skills in 
other...areas and they have done their medication training so they are covered 
but you know they have never had to do PRN medication for...I find that quite 
worrying. Um...
87. L: What about the amount of psychotropic medication people with learning 
disabilities are on? I don’t mean just this home but sort of generally, your 
experiences, or your awareness? Do you feel that they tend to be on a lot of 
medication or the same as the general population?
88.13: Um...l think they...generally I think they are on a lot of medication but it 
appears to work for them. I think you know without medication in this home these 
clients would be very very difficult to manage. Um...l don’t they think give them 
too much, I think it’s just about right and obviously it works very well for them. 
Um...l think maybe again obviously the type of care has changed from 
institutionalising people to care in the community and I think that has helped 
enormously, enormously. Um...there are other ways of improving difficult 
behaviour without medication, but I think at the end of the day they have a 
medical problem so they need the medication to...
89. L: Yeah. OK. Are service users involved in making the choice to take this 
medication?
90.13: Um...
91. L: And if so how?
92.13: If they are in the right mind to do so they would be given some form of [...] but 
not in this home, none of the clients have the capacity to do that.
93. L: OK. OK. Thank you. Right. I am just going to summarise back from halfway 
through when we summarised the last time. Um...so you started giving 
medication...two months from starting the job. And you did realise that that 
would be a possibility because you had worked in other care homes for 
people...the elderly, and you were a little nervous, you found it a little daunting 
but once you had had the training and everything you felt fine about it. Um...your 
experiences of giving medication, you gave an example of a particular gentleman 
that likes to hide his medication or spit it out, and its particularly challenging to do 
that. And obviously to know exactly what he has and hasn’t taken. And with 
regards to support you give the medication on your own, so it would be nice if you 
had extra support, perhaps another qualified person giving medication with you 
and supporting you through it. However, you don’t feel that that is possible due 
to the staffing restrictions. Um...but generally the support with regard to the 
manager, and being able to talk to somebody and uh...with regard to medication, 
if you have any questions then you have the support of your manager. And you 
think the support is good, particularly again around the training. Um...with regard 
to involvement when medication has to be reviewed, um...you have no
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involvement with this at all. You feel that you should do with regards to your 
experience of working on a daily basis with the service users. Um...if you felt 
personally that a new medication needed to me introduced then you could go to 
your manager, who would take this onboard and does value your opinion. 
Um...with regards to involvement with as required medication, yes you do give as 
required medication up to the point of your training stopping. Um...and this 
medication is given for behaviours and this could have...these are behaviours...a 
variety of behaviours, these are challenging behaviours.
94.13: Sorry can I add there also status epileptic that is another reason we would 
give PRN as well.
95. L: Right. OK. Thank you. Um...when asked are these types of situations dealt 
with at other times, you said that yes they were always tried to be dealt with at 
other times, and that as required medication is given as a last resort. For 
example, with somebody who might want to go out or leave a situation. But you 
haven't had any formal training with regard to alternative interventions to deal 
with these sorts of situations. Um...your views over all on the use of 
psychotropic medication are that um...you do feel that very often that staff that 
aren't so experienced, or are unqualified do have a lot of responsibility and that 
you find this quite surprising that there isn’t more red tape as you called it to go 
through in order to be able to give this medication? However on a positive note, 
you have seen lots of positive effects with the use of antipsychotic medication to 
help people live a normal life within this home. Uh...and service users aren’t 
particularly involved in making a choice to take this medication because they 
don’t have the capacity to do so within this particular home. Do you have 
anything else that you would like to add at all?
96.13: Um...no, no I don’t think so. Obviously when I say I am surprised that some 
people are giving out meds and maybe they are very new to the job, or new to 
this sort of work, I am sure no client’s life would be endangered. I am just sort 
of...with the tablets that we are giving I am sort of a little surprised that there is no 
sort of longer formal training that is given out.
97. L: OK. No I appreciate what you are saying. Thank you very then. Thank you.
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Overview of the integration of knowledge 
research and practice
The following is a reflective account highlighting how the taught elements of the 
programme and the research have contributed to the integration of research 
knowledge into the students own area of clinical practice. Identified within this is how 
the assignments completed during the course help to contribute to the final portfolio 
submission.
Taught elements
There were five taught elements that constituted the Doctoral of Clinical Practice 
(excluding the initial introduction). These were professional ethics in a risk based 
society; advanced research methods for the reflective practitioner; policy, politics and 
power; communities of practice and emotions, leadership and innovation in 
organisations. All of the elements were inter-linked and gave a holistic view of health 
and social care issues.
During the course of the programme the students were required to complete a 
number of assignments which constitute the final portfolio. These were a policy 
review, service development project, research project, academic paper, log book and 
this overview paper (see figure 1).
The policy review was a vehicle to underpin the main research project and is part of 
the overall portfolio. The aim of the assignment was to demonstrate the political, 
global and strategic influences on the chosen policy and to critically evaluate the 
impact of it on practice and service delivery. The policy chosen was the white paper, 
Valuing People: A New Strategy for Learning Disability for the Century.
The service development project is part of the overall portfolio and acted as a 
stepping stone to the main research project. It comprised of an audit of the
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prescribing practices of psychotropic medication with a specific focus on 
antipsychotic medication prescribed for service users with learning disabilities in an 
NHS Trust for mental health and learning disabilities against NICE guidance and 
Trust policy.
The research project is entitled The seesaw of médicalisation and normalisation : 
The role of the care worker in administering psychotropic medication for people with 
learning disabilities working in social care homes.’ The aim of the study was to 
ascertain care workers' views working in social care homes on the use of 
psychotropic medication for people with learning disabilities and their role in the 
administration of it. In addition, the research methodology will contribute to the 
literature on the debate of whether focus groups or individual interviews are a richer 
source of gaining information from research participants or whether they simply 
complement each other.
The logbook is a record of the development of research skills and provides evidence 
of the research process and decision making undertaken in the research project. This 
is required as a form of research governance and is part of the research portfolio to 
provide evidence to the examiners for the viva voce.
The academic paper will be a paper written and submitted for a publication before the 
viva. The researcher plans to submit an article to either the Journal o f Healthcare 
Research or to the Journal o f Mental Health Research in Inteiiectual Disabilities. The 
article will focus on the use of focus groups and interviews as research methods in 
Health and social care research. It is proposed that the article will be submitted to the 
journal prior to the viva voce.
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Finally the overview paper is a reflective account highlighting how the taught 
elements of the programme plus the research have contributed to the integration of 
the research knowledge into the researcher's area of practice. This paper ties all the 
elements of the course together and is the overview of the complete portfolio. The 
portfolio will comprise of two volumes. Volume 1 will contain the research project and 
academic paper and volume 2 will contain the overview paper, the logbook, the 
policy review and the service development project.
Figure 1
Research Process
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review
Service  ^ > 
development 
project
Research
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) Academicpaper Overviewpaper
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The first of the five taught elements examined ethical and legal aspects of practice 
within an international setting in terms of current national and European regulatory 
and policy requirements and the relevant criminal, civil and contractual aspects of the 
law. It analysed professional conduct and policy in terms of their moral, ethical and 
legal implications. This element helped give the students the tools to look at their own 
practice and organisations and question professional, organisational and public 
accountability. It allowed the author to look at their particular subject area and 
question the subsequent developments in health and social care. These issues were 
used as hooks to help shape the research discussion in questioning the role of the 
care worker in residential leaning disability homes and the use of psychotropic 
medication for people with learning disabilities. The utilisation of ethical issues in 
practice was demonstrated through the policy review and service development 
project by reviewing the services provided for people with learning disabilities and 
more specifically the use of psychotropic medication for people with learning 
disabilities.
The second module provided training on advanced research methods for 
practitioners. It imparted practical ways in which research can be carried out in an 
individual’s own professional field. It looked at a range of theoretical, methodological 
and ethical issues involved in research looking at health and social care professions. 
It gave the apparatus to undertake, design and implement high quality research 
within the chosen area of practice. The knowledge gained in this module led to the 
exploration of qualitative research through individual interviews and focus groups. 
This work will contribute to the existing knowledge on qualitative methodologies 
whilst producing original knowledge within the subject area.
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The theory helped gain inside perspectives of care workers lives, which are often the 
unheard voices in health and social care. It assisted in synthesising and integrating 
ideas and findings from the literature to develop the research questions. Software 
package training for NVIVO was utilised when analysing the data collected for the 
research. Furthermore it ensured that all possible efforts were made to warrant the 
research methodology followed the guidance set out for good research governance, 
ensuring that all ethical issues were addressed.
The third element was policy, politics and power. This element increased political 
awareness and understanding of how health and social care policy are developed 
and driven. It gave a wider outlook of the power and influence of politics which 
helped give perspective when looking at specific areas of health and social care such 
as services for people with learning disabilities. It presented the opportunity to take 
part in a debate, which although initially daunting, ended up being extremely fulfilling. 
It resulted in helping to develop skills in presenting and contesting an argument whilst 
keeping up audience interest.
Furthermore this module underpinned the knowledge required for the policy analysis, 
which consequently impacted the research project. This helped give a rationale to the 
service developments that have occurred in the area of learning disabilities services. 
The fourth element, communities of practice, was fundamental to the research as it 
assisted in the exploration of care worker knowledge and expertise in learning 
disabilities social care homes and changes in practice issues. It facilitated the 
exploration of different kinds of learning be it derived from productive enquiry, tacit 
knowledge or the interaction of the individual in their workplace. Where the course 
explored issues that govern good practice it allowed for comparisons to be made 
when researching the services provided for people with learning disabilities. In 
addition an understanding of philosophy allowed the researcher to explore the
Overview paper November 2007 14
research questions through a theoretical framework. This gave a structure to the 
research design through médicalisation.
The final element was emotions, leadership and innovation in organisations. This 
module explored emotions and emotional intelligence within organisations and 
developed understanding of leadership and innovation in health and social care 
organisations. The knowledge acquired in this module assisted in exploring issues of 
leadership and innovation within the research area. It gave grounding when 
developing an understanding of the emotional impact service change has had on 
care workers working in learning disabilities social care homes with a particular focus 
on the change in their role.
It helped to question who the leaders are in learning disabilities services, who has the 
power for innovative practice and what are the emotional effects of an ever changing 
service for both staff and service users.
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Theory links to practice
The taught elements of the programme gave the opportunity to integrate practice and 
theory, whilst assisting in the preparation of the research project. This process 
enabled the students to demonstrate an ability to synthesise approaches to research 
and practice, enabling them to lead in their field of practice and facilitate successful 
practice development. To illustrate how this was accomplished an overview of the 
author’s career development will help put it into context. The researcher’s 
professional background is in learning disability nursing practice. During this time an 
interest in mental health issues in learning disabled people was developed through a 
masters degree. A professional move into clinical audit allowed the researcher to 
follow a different path from “hands on” nursing but facilitated development into a 
more objective position. It was at this point that the researcher commenced on the 
doctorate in clinical practice. The role of clinical audit manager complemented the 
doctorate in clinical practice as the work required for the course linked with the work 
being carried out in practice, such as the service development project audit 
(examining the use of psychotropic medication for people with learning disabilities). It 
gave the opportunity to look more closely at the wider implications of using 
psychotropic medication for people with learning disabilities and gave greater 
robustness when relaying the audit findings. As a consequence this encouraged 
practitioners to look more closely at their own practice. The medication schedules for 
people with learning disabilities within the Trust were reviewed and it opened the 
debate where it had not been done before.
After two years into the programme an opportunity arose to a more senior post, that 
of head of healthcare standards. This opportunity was partly realised by the 
understanding gained during the course, particularly around policy and politics and 
emotions, leadership and innovation in organisations. The researcher was able to
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demonstrate a wide knowledge base of social and health related issues that impact 
on organisations. This awareness led to a greater ability to operate at a strategic 
level within the organisation. This new role continued to complement the course as 
clinical audit was still within the remit of the role and the quality agenda was integral 
to the research. During the four-year programme many health and social care service 
developments took place which directly affected all those attending the course. 
Personally this involved a large Trust merger of three learning disability and mental 
health Trusts. This was an extremely stressful time of great change and adaptation. 
However, this was eased somewhat by the knowledge gained from the doctorate in 
clinical practice. It was easier to support staff with knowledge of emotions and 
leadership in organisations and communities of practice and how to explain and 
changes through the wider policy and political developments by being more politically 
astute.
The higher level of understanding gained from the doctorate in clinical practice has 
developed a depth and systematic understanding of a substantial body of knowledge. 
As discussed above this knowledge has been operationalised in practice allowing to 
operate in complex and unpredictable situations.
It is envisioned that upon completion of the course the research results will help the 
Trust to develop effective ways to harness the good practice that is taking place and 
to further develop ways to help support and effectively guide care workers in their 
challenging role. The research will further raise the agenda of psychotropic 
medication for people with learning disabilities and will influence future development 
of policy and procedures.
As with many courses attended one of the many positive aspects are the friends you 
make and insights you gain into other people's professional lives. This course has
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presented the opportunity to acquire a clearer understanding into the role of the 
consultant nurse and the challenges that this role presents. It has allowed a greater 
understanding of other areas of care from my own experiences such as children, 
older adults and cancer patients. It too has provided a unique insight into the world of 
the chiropractor and life outside of the NHS. Therefore in conclusion it is these 
experiences that have helped nourish the learning process and have helped 
contribute to working at a higher level of practice.
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Comparison of focus group and individual interview methodology in examining care 
workers’ roles and views of administering psychotropic medication
Abstract
There has been very little research in to the effectiveness of focus groups compared to 
individual interviews. The following paper explores a qualitative study and compares 
focus groups with individual interviews in terms of the range of issues raised and the 
depth of data generated. The results showed certain concepts were more likely to occur in 
focus group interviews compared with individual interviews. The examination of the data 
generated from the study found little differences between the two methods.
Lisa Musselwhite 
Surrey University 
Doctorate of Clinical Practice
Abstract
Table of Contents
Clinical Academic Paper 3
Table of Contents
PAGE
List of Figures 4
Introduction 4
5-6
Methodology
A qualitative approach y_g
Methods: y_g
Integrated methods 10-12
Individual Interviews and Focus Groups 10-12
Participants 13-15
Analysis:
Analytical style  ^g_2 g
Summary of Findings: 18-20
Individual Interview and Focus Group findings 22-23
Conclusion 23-26
27
References
28-30
Bibliography 31-32
List of Figures
Figure 1 : Five key stages of Framework model
Figure 2: Coding themes 20
21
Clinical Academic Paper 4
Introduction
The ultimate aim of the study was to explore care workers’ views on and role in the 
administration of psychotropic medication for people with learning disabilities within 
social care homes.
Concern in the literature has been widely expressed about the high frequency with which 
psychotropic medication is prescribed to people with learning disabilities and often with 
poor indications (Allen 2008; Kieman et al 1995). Given the high prevalence of 
psychotropic drug prescription for individuals with learning disabilities and the medical, 
legal and ethical issues surrounding their use, information on the dynamics of medication 
practices is useful to clinicians, researchers and service users.
Since the introduction of deinstitutionalisation and normalisation, there has been a 
decrease of learning disabilities nurses and an increase of unqualified care workers 
working with people with learning disabilities (Ryan and Thomas1995). As a 
consequence of the shift in staff ratios more and more care workers are required to 
administer medication including psychotropic medication as part of their role. The 
literature within this field reveals that most studies that have been conducted with regards 
to care givers' (nurses, doctors, parents etc) opinions of pharmacological interventions for 
people with learning disabilities did not seek the opinions of care workers. Ironically it is 
these individuals that are critically important to the well being of people with learning
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disabilities living in social care homes because they spend the biggest majority of time 
with the consumers, and are usually responsible for implementing and monitoring 
treatment. Of the few studies that did address care workers’ views of the above issues, the 
methods used for the study were quantitative. It is this gap in the literature that was 
addressed in this qualitative study.
The research methods utilised for the study were individual semi-structured interviews 
and focus groups. The main analytic categories were derived from the literature which 
informed the interview questions.
Interpretation of meaning was undertaken through thematic analysis using the Framework 
model (Ritchie and Spencer 1993) as the analytical process.
While this study was not designed specifically to compare two methods of obtaining 
qualitative data, the use of the two approaches to data collection allowed to compare 
them in terms of the range of material and depth of the data generated.
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Methodology 
A qualitative approach
The rationale for choosing a qualitative approach was two fold. Firstly the literature 
review revealed a gap in the literature using this approach to ascertain care worker views 
within this subject area and secondly it lent itself more favourably to exploring the 
research questions. This approach to the study provides insight into the participants’ 
feelings, thoughts, opinions and attitudes through their views and personal experiences. 
Qualitative research tolerates ambiguities and contradictions, which are naturally 
occurring in social existence better then quantitative research. Moreover qualitative 
research is able to deal with complex social situations and is better able to do justice to 
the subtleties of social life (Maykut and Morehouse 1994). Further the aim of the study is 
to gain perspectives and methods utilised to gain perspectives tend to be interpretivist and 
generate qualitative data.
One must be aware however of the possible short falls of qualitative research. The 
limitations of qualitative research which drawon the interpretative skills of the researcher 
is that the findings are a discovery of the researcher rather than a discovery of fact. 
Although this can also be argued for quantitative research as well, the intrusion of ‘self 
in qualitative research is greater. Qualitative research opens up the possibility of more 
than one valid explanation as it draws on the interpretative skills of the researcher. As 
opposed to having one explanation of data it allows for the possibility that different
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researchers might reach different conclusions even though the same methods were used 
(Robson 2002). According to Heidegger (1962) it is very important when carrying out 
qualitative research that the researcher’s self is recognised as it plays a significant role in 
the production and interpretation of qualitative data. The researcher's identity, values and 
beliefs cannot be eliminated from the process. The researchers self is inevitably an 
integral part of the analysis, and should be acknowledged as such. To deal with this 
involvement of self the researcher can act in one of two ways. Heidegger (1962) 
developed hermeneutic phenomenology which can be defined as a specific system or 
method for interpretation, or a specific theory of interpretation. In hermeneutic 
phenomenology the researcher makes it explicit that personal experiences and social 
backgrounds have shaped their research agenda. This approach celebrates the 
involvement of the self in the research process (Denscombe 1998). In contrast to this 
approach Husserl (1970) believed the researcher should remove pre-conceptions and 
prior experience fi’om the research setting and ‘bracket’ this. They can be on their guard 
and distance themselves from their beliefs and suspend judgements during the research 
by operating in a detached manner. This method assists the researcher not to “cloud the 
study” by personal prejudices. However Heidegger (1962) argued that human beings 
cannot be separated from their perceptions. Plummer (1983) asserts that humanist and 
feminist researchers dispute starting without preconceptions or bias, and emphasise the 
importance of making clear how interpretations and meanings have heen placed on 
findings and exploring the role of the researcher as an interested and subjective 
participant rather than an impartial observer or manipulator. According to Denscombe 
(1998) there is growing acceptance among those involved in qualitative research that
Clinical Academic Paper 8
some biographical details about the researcher warrant inclusion within the analysis so 
personal experiences and values can be explored and seen how they might have 
influenced proceedings. This allows the reader to base a judgement about the research 
from a more rounded point of view. Miles and Huberman (1994, p. 278) assert that “The 
basic issue here can be framed as one of the relative neutrality and reasonable freedom 
from unacknowledged researcher biases -  at the minimum explicitness about the 
inevitable biases that exist.”
A further danger for the researcher that utilises qualitative research is that in coding and 
categorising the data the meaning of the data is lost or transformed hy extracting it from 
its original location. There is also a risk of over simplifying inconsistencies because it 
does not fit in with themes and generalisations (Miles and Huberman 1994). To avert 
from this happening when analysing the data it was important to put the quotation in 
context to give a true and honest account. Also, through the utilisation of the 
“Framework” model the researcher was able to draw out and acknowledge all the themes 
that arose through the analysis.
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Methods
Integrated methods
This study used focus groups and individual interviews to explore the research questions. 
Mixed methods have been actively promoted, particularly in relation to research 
concerning social problems and the evaluation of social intervention programmes 
(Greene et al 2001).
Different approaches to mixed methods reflect epistemological debates about the status 
of the data produced by different methods and these have implications for the way 
researchers see the relationships among findings generated by methods situated within 
distinct theoretical perspectives. Kelle and Erzberger (2004) argue that one research 
method cannot offer a sufficient basis for sociological explanation. The benefits for 
incorporating mixed methods into research are that it increases the accuracy of research 
findings and the level of conditions in them. It generates new knowledge through a 
synthesis of the findings from different approaches and allows the researcher to hear 
different voices and brings into play multiple constructions of the phenomenon.
Triangulation is an epistemological claim concerning what more can be known about a 
phenomenon when the findings from data generated by two more methods are brought 
together. The term is often used without any epistemological status attached, simply to
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indicate that more than one method was deployed in the research (Moran-Ellis et al 
2006).
Moran-Ellis et al (2006) assert that in social science, triangulation initially referred to the 
claim that comparing findings from two or more different research methods enables the 
researcher to conclude whether an aspect of a phenomenon has been accurately 
measured. This claim rested on the assumption that if different research methods 
produced similar results about a phenomenon then accurate measures had been used. This 
suggests that methods producing conflicting results indicate flaws in the measurements. 
However, it can be argued that while validity of measurement is absent, methods can be 
triangulated to reveal the different dimensions of a phenomenon and enrich 
understandings of the different aspects of it. Patton (1990) reiterates this point by 
asserting that the use of multi-methods captures consistency in overall patterns of data 
from different sources but reasonable explanations for differences in data from divergent 
sources contribute significantly to the overall credibility of the findings.
Many advocates of mixed methods steer away from the language of triangulation. The 
argument here is that the use of mixed methods is a pragmatic one, which rests on seeing 
methods in a technical rather than epistemological frame (Bryman 1988). One of these 
techniques is to use one method to inform the design of another method. Another 
approach is to increase depth or breadth of data generated and a further use of mixed 
methods to encompass multiple components in a single empirical project. In mixed 
methods research, Moran-Ellis et al (2006) argue that integration denotes a specific
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relationship between two or more methods where the different methods retain their 
paradigmatic nature but are inter-meshed with each other in pursuit of the goal of 
‘knowing more’.
The methods utilised in this study had equal weighting in their implementation, analysis 
and theoretical interpretation. Moran-Ellis et al (2006) asserts that integration requires 
that different methods are given equal weight and are oriented to a common goal or 
research question and are, therefore, necessarily interdependent while retaining their 
paradigmatic modalities. Most mixed methods designs deter integration to the point of 
analysis or to the point of theoretical interpretation. In keeping with this design this study 
integrated the methods at the point of analysis through to the theoretical interpretation 
stage of the study. There are however many challenges associated with integrating the 
methods at the analysis. Coxon (2005) suggests analysing each set of data within the 
parameters of its own paradigm but addressing common analytic questions. An 
alternative approach is to interweave the analysis among the different types of data. In 
this study analysis of the two methods used the same framework and findings were 
discussed in the analysis together. In the discussion of the findings the two methods were 
interwoven. It discussed the themes identified from the analysis and brought them 
together into one explanatory framework. Integration at the point of theoretical 
interpretation is known as interpretative research where an explanation is generated from 
the empirical work that incorporates the knowledge produced by the different methods 
and blending it into a coherent account. Comparisons were made however between the 
two methods in both the analysis and discussion. The reasoning for this was to contribute
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to the research findings to determine if the two methods produced consistent or diverse 
data.
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Individual Interviews and Focus Groups
The following discussion explores the use of the two methods adopted for this study and 
the advantages and limitations of them both.
A focus group interview is an interview with a small group of people on a specific topic. 
Groups are typically six to eight people who participate in the interview for one-half to 
two hours. The participants are typically a homogenous group of people who are asked to 
reflect on the questions asked by the interviewer. Participants get to hear each other’s 
responses and to make additional comments beyond their own original responses as they 
hear what either people have to say. It is not necessary for the group to reach a consensus. 
Nor is it necessary for people to disagree. The object is to get high quality data in a social 
context where people can consider their own views in the context of the views of others 
(Merton et al 1956). When creating the research design it should consist of three to five 
focus groups only. The explanation for this is that more groups seldom provide 
meaningful new insights. In both social science and marketing this is fi’equently 
summarised as the ability to stop collecting data when the moderator can accurately 
anticipate what will be said next in a group (Morgan 1997). Patton (1990) argues that the 
advantages of focus group interviews are that it is a highly efficient qualitative data 
collection technique. In one hour the interviewer can gather information from eight 
people instead of only one person. Focus group interviews also provide some quality 
controls on data collection, in that participants tend to provide checks and balances on 
each other that weed out the false or extreme views. The group dynamics typically
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contribute to focusing on the most important topics and issues, and it is fairly easy to 
assess the extent to which there is a relatively consistent, shared view of the issues among 
participants (Patton 1990). Lederman (1990) argues that data generated in focus group 
interviews are often richer and deeper than data elicited in one to one interviews. 
Goldman (1962) claimed that the interactive nature of focus group discussions provides 
different information individual interviews. Goldman (1962, p. 63) asserts that “By virtue 
of the interaction and common relevant interests of its members, the group offers more 
and qualitatively different information that can be obtained from the sum of its individual 
human parts”. Kingry et al (1990, p. 125) concurs with this stating that “the synergy of 
the group has the potential to uncover important constructs which may be lost with 
individually generated data”. The weaknesses of focus groups are firstly they require an 
increased response time for the number of participants to answer and so consequently the 
number of questions need to be limited. There is also a possibility of having one or two 
people in the group that can dominate the interview or those participants who tend not to 
be highly verbal. To over come this it requires considerable group process skills of the 
interviewer. It is also possible that unexpected diversions will occur in a focus group, 
particularly where participants know each other. Conflicts may arise, power struggles 
may be played out and status differences may become a factor. Also, if participants know 
each other it is not possible to guarantee confidentiality.
The semi-structured individual interview consists of a set of questions carefully worded 
and arranged with the intention of taking each individual participant through the same 
sequence and asking each respondent the same questions with essentially the same words.
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The advantages of individual interviews are that by controlling the interview, the 
interviewer obtains data that are systematic and thorough for each respondent.
Participants being interviewed can respond in their own words to express their own 
personal perspectives without the possibility of being over shadowed by other 
participants and confidentiality can be insured. In an individual interview, the respondent 
is relating to one person, the interviewer. Morgan (1997) stresses that the advantage of 
individual interviews to focus groups is that responses are not "contaminated" hy other 
reactions. This lack of contamination is desirable in some situations, since the interviewer 
can get the respondent into great depth without distractions, and without having people 
change or withhold their opinions when they hear what other people have to say. The 
disadvantages of the semi-structured approach are that it limits the interviewer to pursue 
topics or issues that were not anticipated when the interview was written. Flexibility in 
probing is more or less limited, depending on the nature of the interview and the skills of 
the interviewer. Constraints are also placed on the use of different lines of questioning 
with different people based on their unique experiences. Therefore this approach will 
reduce the extent to which individual differences and circumstances can be taken into 
account (Morgan 1997).
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Participants
Only staff working in learning disability social care homes, qualified to administer 
medication were included in the study.
Prior to contacting the potential participants the service managers and home managers 
were sent a letter detailing the research to be undertaken and the possibility of staff 
involvement. The service mangers were also requested to complete a consent form for the 
research to take place prior to the commencement of the project. This process proved to 
take far longer then expected. Some of the service managers were reluctant to commit to 
signing the consent form so it took several letters, e-mails and telephone calls to get them 
on board. Once consent had been gained, letters of interest were sent to all the identified 
homes to be given by the managers to all care workers qualified to administer 
medication. The letters requested if the member of staff had an interest in participating in 
the research and gave contact details and a statement of interest for them to complete. 
Upon the return of the statements of interest the participants were chosen at random as to 
whether they were to take part in an individual interview or focus group. No more then 
two participants could be from the same care home, one of which would take part in an 
individual interview and one in a focus group. The rationale for this was so the data 
would reflect participants’ views and experiences from a range of services. Each potential 
participant was sent information detailing the research, their involvement in it and a 
consent form to complete. Arrangements were made with the individuals as to the 
meeting times and venues that were most convenient for them. This process proved to be
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more cumbersome then planned. Gaining interest took a great deal longer and required 
using a variety of techniques to get the required numbers. Firstly the above process was 
repeated several times. This involved a great deal of paper work each time requests were 
made and depended heavily on the co-operation of the home managers. However, a 
percentage of the recruits were gathered this way. Sadly many candidates were politely 
declined because they were all from one home, not medication trained or it was the home 
manager themselves applying. This could have been the fault of the literature not being 
explicit enough. However, when asked some said that they had not read all the literature 
and just wanted to take part. To gather frirther interest a flier was designed to go to each 
of the care homes. Other opportunities for signing up more candidates was gained 
through talking to staff when visiting homes, asking those participants already signed up 
if they new o f anyone that would be interested and telephoning care homes to talk the 
research through. This was a very long-winded process and delayed the research 
considerably. It also resulted in having fairly low numbers of recruits in each focus group 
that could have detrimental effects for the research methodology. However, a great deal 
of invaluable data was gathered from the focus groups and the intimacy of a small group 
seemed to enhance rather than hinder the proceedings.
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Analysis
Analytical style
The structure utilised to apply thematic analysis was ‘Framework’ as developed in the 
context of conducting applied qualitative research (Ritchie and Spencer 1993). Although 
sharing many of the features seen in thematic analysis its benefit is that it provides 
systematic and visible stages. This process assisted the reliability of the study as it allows 
others to follow stages of analysis from beginning to final recommendations. Rather like 
an audit trail. Framework is an analytical process, which involves a number of distinct 
though highly interconnected stages. The strength of utilising this approach is that by 
following a well designed procedure, it is possible to reconsider and rework ideas 
precisely because the analytical process has been documented. A critic of the Framework 
model is Kracauer (1952) who argues that although the framework approach reflects the 
original accounts and observations of the people studied (that is, "grounded" and 
inductive), it starts deductively from pre-set aims and objectives. This criticism however 
is in fact the strength of this approach, as data collection tends to be more structured than 
would be the norm for much other qualitative research and the analytical process tends to 
be more explicit and more strongly informed by prior reasoning.
The five key stages followed for this analytical model were familiarisation, identifying a 
thematic framework, indexing, charting and mapping and interpretation (See figure 1).
To become familiar with the data and gain an overview of the body of material gathered 
it was crucial to immerse themselves in the data. The interviews were fully transcribed
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with full verbatim transcriptions, which was the essential raw data for the thematic 
analysis. Where possible as each interview and focus group was conducted they were 
immediately transcribed. This was important as the transcribing process was very lengthy 
and a clearer record of events was achieved, as the memory of the interview was fresher. 
Immersing in the data involved listening to the taped interviews, reading the transcripts 
and listing key ideas and recurrent themes. When identifying the thematic framework the 
key issues, concepts and themes identified were organised into a coherent order. This 
involved drawing upon the literature review, the research questions, emergent issues 
raised by the participants themselves and analytical themes arising from the recurrence or 
patterning of particular views or experiences (See figure 2). The third part o f the process 
required systematically applying the thematic framework to the data in its textual form. 
This was carried out through the use of NVIVO. It is more traditional to use tables to 
process this stage of the model as opposed to using software. However, it was felt that by 
utilising a software package the indexing would be as reliable as drawing up tables and 
would help alleviate the long analytical process. To index the data the key concepts in the 
interview questions were used to form the master codes. After this second and third level 
coding ensued to ascertain core themes across all interviews. Having applied the thematic 
framework to the individual transcripts the author considered the range of attitudes and 
experiences for each issue and theme. Data was then lifted from their original context and 
rearranged according to appropriate thematic reference (see analysis). The next stage 
required pulling together the key characteristics of the data and to map and interprets the 
data set as a whole. This required going through the previous analysis and systematically 
returning to the key objectives and features of qualitative analysis, namely creating
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typologies and finding associations. Ritchie & Spencer (1993) acknowledge that this is 
the most difficult part of the analytic process to describe. Characteristics of particular 
social phenomena were identified, as was multidimensional analysis, where two or more 
dimensions are linked. Through this analytical process it became apparent that there was 
a patterning of responses (see analysis and discussion). It was at this stage that the 
catoragorisation of attitudes and the associations between attitudes, behaviours and 
motivations were interpreted.
In conclusion the use of the Framework model was a useful process in making thematic 
analysis more robust in interpreting the data. The Framework model provided systematic 
and visible stages, which assisted the reliability of the study as it allows others to follow 
the stages of the analysis.
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Summary of findings
The total number of participants that took part in this study was 24. Of the total number 
of participants the average participant was a white, British, female and aged 36 -  45. In 
the focus groups there were an equal number of participants in the 36-45 and 5 6 -6 5  age 
ranges. All participants have an NVQ level 2 qualifications.
The findings to emerge fi-om theme one experiences were split into rewarding and 
challenging experiences to reflect the discussions as guided by the interview schedule. 
The sub-themes to emerge for rewarding experiences were rewarding interactions, 
service development (the move from hospital based services to the community), 
emotions, making connections, parental role, empowerment and autonomy, parental role 
and service development. The sub-themes to emerge when participants discussed their 
challenging experiences of their role were: danger/ violence, being short staffed, paper 
work, pressure/stress, lack of support, medication errors, refusal to take medication and 
conflicts between qualified (nurses) and unqualified staff (care workers.) Under theme 
two training, the sub-themes to emerge were: learning on the job, sharing knowledge, 
further training not required, satisfaction with training, the need for more in-house 
training,, and overcrowding. Under theme three support, the sub-themes to emerge were: 
supportive manager, do not need support, lack of support, manager having faith in staff, 
having a hands on manager and feeling unprotected. Under the forth theme of the role of 
administering psychotropic medication and alternative interventions the sub-themes to 
emerge were: being consulted with, not empowered, responsibilities, autonomy and
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following protocol. Finally under the fifth theme of the views on the use of medication 
and service user choice - The sub-themes to emerge were: beneficial for service users, 
improvements in use -  less reliance, potential for abuse, cultural differences, use is 
historical and choice depends on service user ability.
Individual interviews and Focus Group findings
The results of this study revealed factors that are consistent with other research that has 
compared the effectiveness of focus groups and individual interviews (Morgan 1997, 
Patton 1990). In the main there was consistency in the answers the participants supplied 
between the two methods. Where there were differences in opinions and experiences 
these were reflected in both the focus groups and the individual interviews. The 
examination of the data generated fi*om the study found little differences between the two 
methods. These findings do not support Lederman’s (1990) argument that data elicited in 
focus group interviews are richer and deeper than data generated in individual interviews. 
What was significantly different between the two methods was the way in which the 
answers were given. The individual interviewees tended to answer the questions in the 
narrative. The individual interviews focused very much on the participants’ individual 
experiences with service users. Whether they were discussing service users challenging 
behaviours, change in roles or lack of staff the participants tended to describe the issue 
within a particular situation that had occurred. This gave a rich data that presented the 
answers in a context. Although some of the participants of the focus groups also
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discussed some scenarios in the narrative due to the dynamics of the focus groups they 
were unable to elaborate to the extent that the individual interview participants could. The 
focus group participants tended to discuss their experiences in a more broad sense and 
imparted more facts then feelings.
A significant finding of the focus group method was the collaboration of answering 
questions. This is common for focus groups and as discussed in the methodology can 
have negative and positive connotations. Often participants were swayed by the more 
dominant characters in the group or by those more able to articulate their point of view. 
This collaboration of views was reflected in the findings. This reflects the possible 
negative connotations of using focus groups to elicit information. Then again this method 
may have encouraged participants to express opinions that might have been more 
daunting to express in a one to one interview. It helped stimulate conversation by 
assisting other participants to contemplate concepts that could not be introduced by the 
interviewer in order to avoid bias. An example of this was a discussion that arose 
exploring ways to improve training. This only occurred in the focus groups. A possible 
explanation for this could be the group dynamics for focus groups are similar to that of 
training sessions. Often training sessions are conducted through small informal groups 
where participants are encouraged to engage with the session. Perhaps that was why 
participants felt obliged to give solutions to the questions posed. It also supports 
Goldman (1962) and Kingry et al’s (1990) assertions that as a result of the interaction of 
group participants, concepts are identified which may not arise in individual interviews.
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In relation to the actual implementation of the two qualitative approaches there were 
limitations to both. Firstly it was far more difficult to arrange the focus groups then the 
individual interviews. The co-ordination for the focus groups took far more time and 
energy in trying to arrange then the individual interviews where you are only dealing with 
one person as opposed to a number of participants. This included a number of issues 
including location of the focus groups, consideration for shift patterns and work 
commitments. Although these were issues for the individual interviews it was far easier 
to accommodate their requirements. However, the focus groups were far easier in the 
initial stages of trying to engage the participants in the interview process then the 
individual interviews were. It often took far longer for the individual interviewee to relax 
and open-up to the interviewer.
As to the question of whether individual interviews or focus groups are a richer source of 
gaining information from research participants or whether they complement each other 
depends on the information required. If the study required more contextual findings then 
it would be fair to say that individual interviews would be more appropriate. The draw 
back of this however is that one may be left with a great deal of data most of which may 
not be relevant to the study. One of the limitations of the focus groups was that you could 
not predict that the group would delve deeper into areas that were not of particular 
importance to the study. Once again you could be left with a cumbersome amount of data 
with very little value. However, this unforeseen data can be fortuitous and add depth to 
the study that was not planned for. In this study the findings of the individual interviews 
and focus groups were of equal value as they were both able to draw out the information
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identified in the research design. Although each method had its negative and positive 
implications they were both valuable tools in this particular qualitative research. The data 
they produced complimented each other giving a rounded perspective of the issues 
discussed. The goal of combining research methods was to strengthen the total research 
project, regardless of which is more favourable. There are very few studies that provide 
thorough comparisons of individual and group interviews therefore it is difficult to say 
when such differences in context might lead to differences in results and what these 
differences might be. The question of which method is more preferable in which 
circumstances is essentially an empirical one and more research is required to answer this 
(Morgan 1997).
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Conclusion
The benefits for incorporating integrated methods into research are that it increases the 
comprehensiveness of research findings and the level of conditions in them. The use of 
the two methods benefited the study’s design in two ways. Firstly they brought the 
unique advantages of their own paradigms and secondly the limitations of the methods 
were addressed by the corresponding method. Therefore the utilisation of the two 
methods increased the accuracy of research findings through a synthesis of the findings 
from different approaches and brought into play multiple constructions of the 
phenomenon.
The two methods in the main produced consistent findings but the difference was how the 
answers were given. The two methods had their limitations and advantages but were 
given equal value in their implementation and in the rich data they produced for this 
study. The researcher would recommend integrating methods for future research into this 
phenomenon.
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Figure 1
Five key stages of Framework model
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Policy Review
Introduction
Valuing People: A New Strategy for Learning Disability for the 21®* Century was 
published on 20**^  March 2001. It is the first White Paper on Learning Disability for thirty 
years and sets out an ambitious and challenging programme of action for improving 
services. The proposals are based on four key principles: Civil Rights, Independence, 
Choice and Inclusion.
Its proposals are intended to result in improvements in education, social services, health, 
employment, housing and support for people with learning disabilities and their families 
and carers.
The aim of this assignment is to demonstrate the political, global and strategic influences 
on the above policy and to critically evaluate the impact of it on practice and service 
delivery.
The underlying political ideology, evidence and socially constructed problems will be 
discussed within the framework of Values, Facts and Theories (Harrison 2001 ).
The policy analysis will consider the broader context of the policy's development, drivers 
and resistors through the utilisation of discourse analysis. Through this process it will 
attempt to understand, break down and deconstruct discourses so that the perspective 
they bring to the development process of policy can be better understood (See appendix 
1).
Policy Review
Further, this assignment will underpin the research to be undertaken within the field of 
mental health in people with learning disabilities.
Policy Review
Epidemiology
For the purpose of this assignment the use of the term 'learning disabilities' will be 
employed, as this is the current term used in the UK to describe people with impaired 
social functioning due to intellectual deficits. The international term remains ‘mental 
retardation’ which is synonymous with learning disabilities.
The basic concepts of the World Health Organisation (WHO) International Classification 
of Impairments, Disabilities and Handicaps (1980) provide a coherent structure for this. 
"Impairment is a fault in an organ or body system; disability is a loss of function normal 
for any human being; handicap is a social disadvantage occurring from the impairment 
and disability."
"The essential features of the condition now called learning disability are a significantly 
sub-average general intellectual function, accompanied by significant deficits in areas 
such as social skills, communication, and difficulties in attaining personal independence 
and social responsibility. The onset of this disorder must be before the age of 18." 
(Winterholder 1997:3).
Traditionally, intellectual functioning had been measured by IQ tests and a significantly 
sub-average intellectual functioning was defined as an IQ of 70 or below. However, IQ 
tests are now treated with some flexibility (Winterholder 1997).
It is estimated that there are approximately 210,000 people with severe and profound 
learning disabilities: around 65,000 children and young people, 120,000 adults of 
working age and 25,000 older people with learning disabilities. Most live, initially, in their
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family homes and later on in appropriate residential accommodation. In the case of 
people with mild or moderate learning disabilities, lower estimates suggest a prevalence 
rate of around 25 per 1,000 population about 1.2 million people in England (DOH 2002).
Evidence suggests that the number of people with severe learning disabilities may 
increase by around one per cent per annum for the next 15 years as a result of; 
increased life expectancy, especially with Downs syndrome; growing numbers of 
children and young people with complex and multiple disabilities who now survive into 
adulthood; a sharp rise in the reported numbers of school age children with autistic 
spectrum disorders, some of whom will have learning disabilities and greater prevalence 
among some minority ethnic populations of South Asian origin (DOH 2001).
Policy Review
Critical understanding of policy analysis.
The discipline of social policy is relatively new and was heralded by Richard Titmus in 
1950. At this time, close links between the then Labour government and Fabian 
socialists such as Titmus led to a demand for information to guide the future expansion 
of the post-war welfare state. The scope of discipline in these early years was therefore 
strongly influenced by the institutional structures of the welfare state. Housing policy was 
primarily concerned with the development of public housing and health policy with the 
setting up of the National Health Service (NHS) (Ackers and Abbott 2000).
According to Harrison (2001) policy analysis contains three central ingredients: the 
policy making process, its context and the use and development of theory.
First, policy is conceived of as a process, rather than simply as an output of a decision or 
an input to management.
The second action is seen as taking place within a context, which both affects and may 
be affected by the policy process. In health policy, it is likely to include considerations 
such as current and changing political, economic and social climates, demographics and 
contemporary technological developments (Harrison and Moran 2000).
The third factor is concerned with the use of explicit theory. The assumption is that all 
discussion of causal processes is theory-laden. Policy analysis is typically concerned 
with what have been referred to as ‘theories of the middle range'. In epistemological 
terms, policy analysts make a distinction between ‘fact’ and ‘value’ while recognising that 
these become closely intertwined in policy analysis, along with theory (Merton 1968).
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A discourse is an ensemble of ideas, concepts and categories through which meaning is 
given to phenomena. Discourses shape certain problems, distinguishing some aspects 
of a situation and marginalising others.
Discourse analysis attempts to make explicit the implicit values and ideologies in 
discourses. It aims to "de-politicise them and strip them of their value-laden terminology" 
(Sutton 1999:6).
Discourse analysis is important in policy analysis as it attempts to understand, break 
down and deconstruct discourses so that the perspective they bring to the development 
process can be understood. Discourse analysis helps the search for alternative 
approaches to the resolution of policy problems (Apthorpe 1986).
As dominant discourses set out ways of classifying people and defining problems, they 
have serious material consequences on the process of policymaking. The dominant 
interests they support define the issue about which policy is made, provide the 
framework in which alternatives are considered, influence the options which are chosen 
and impact on the process of implementation (Sutton 1999).
The pervasive influence of discourses on the policy process is summarised by Grille 
(1997:13) “Discourses identify appropriate and legitimate ways of practicing 
development as well as speaking and thinking about it”.
Policy Review
History
Before the end of the eighteenth century, the care for people with learning disabilities 
was not deemed a matter of public concern or debate. The question of whether and how 
people with learning disabilities could be “improved” first attracted public recognition 
through the experiments of a Frenchman called Itard, who found a ’Savage’ boy in the 
woods that could only make grunting noises and ate only berries. The boy's behaviour 
and development over time was closely documented (Ryan and Thomas 1995).
In 1896 the National Association for the ‘Care and Control of the Feeble Minded’ was set 
up and began to function as a pressure group for the lifetime segregation of 'defectives'. 
Their emphasis was on the prevention of sexuality and reproduction. This was motivated 
by middle-class fears of working class fertility and was greatly fuelled by the Eugenics 
Movement’s scaremongering about the likely decline in the talents of the British people 
(Ryan and Thomas 1995).
In 1908 the Radnor Commission was set up to make legislative recommendations 
relating to the causation of mental defect, and arrived at the conclusion that ‘feeble 
mindedness’ is largely inherited. This led to the establishment of single sex institutions, 
where they would be retained to stop procreation (HMSO 1908).
The Mental Deficiency Act (DHSS 1913) introduced compulsory certification for people 
admitted into institutions as ‘mentally defective’. This Act established the basis of a 
separate and unified service, which would exclude ‘mentally defective’ people from other 
welfare and social agencies as well as from the general education system. The Act also 
established four classes of mental deficiency (See appendix 2).
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The Mental Health Act (DHSS 1959) heralded a new era for people with learning 
disabilities. Those who were resident in long term hospitals were no longer subject to the 
legal constraints of the 1913 Mental Deficiency Act (DHSS 1913) and were free to move 
out if they wished. For those who had never been in hospital but had always lived with 
their families, 'care in the community’ became a realistic option. Local authorities built 
adult training centres, invested in training programmes and provided residential care 
(Russell 1997).
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Values 
Drivers/Resistors/Development
In 1967 and again in 1968 public attention was drawn to the conditions in ‘mental 
handicap' hospitals through two newspaper articles (Ely Hospital and Harperbury 
Hospital). Ill treatment of patients and serious deficiencies were found in both hospitals.
In response to these and other exposures ‘Better Services for the Mentally Handicapped’ 
(DHSS 1971), a government policy document was published. It set the framework for 
much of the ensuing debate and criticism about such hospitals (Ryan and Thomas 
1995).
In reaction to these criticisms a hospital action group led by a doctor was formed, to 
advertise the advantages of hospital life and to counter what they regarded as constant 
adverse negative publicity. They emphasised the advantages of hospital life, particularly 
for those people with severe learning disabilities (Crossman 1977).
However, in 1979 the "Committee of Inquiry into Mental Handicap Nursing and Care 
report' (Jay report) was published which refuted the suggestion that it is impossible for 
people with severe learning disabilities and or multiple physical disabilities to live outside 
hospital (Jay 1979).
The writings of the nurses of this time reflected the sense of being scapegoats for much 
of the criticisms of the hospitals. This was fuelled by the Briggs report (1974) that 
proposed that nurses should be replaced by a different kind of profession, with a less 
medical orientation, which was later supported by the Jay report (1979).
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When the first leaks of the Jay report were first released many learning disabilities 
nurses thought it was just about them and as a consequence the Nursing Mirror (1978) 
fought against the report stating that “the Jay Committees recommendations to phase 
out the 'mental handicap' nurse can only be seen as a step backwards.”
Between the publication of the 1971 White paper (Better Services for the Mentally 
Handicapped) and the 2001 (Valuing People) White paper, there have been great 
changes in philosophy and practice regarding people with learning disabilities.
One major change has been the shift from institutional provision towards inclusive 
community based care, which was the key goal in the 1971 White paper.
This shift gained economic and political momentum in the early 1980’s when the then 
Conservative government announced steps to speed up the closure of the long stay 
hospitals, including those for people with learning disabilities.
Born out of the Griffiths Report (1988) came the NHS and Community Care Act (1990) 
which strengthened the duties of local authorities to ensure that there are adequate care 
management systems in place to respond to individual requests for services, assess 
need, and plan care based on these needs or deliver services to meet them where 
appropriate (DOH 1990).
However, according to Walker et al (1993) there were significant ramifications that this 
policy change had on people with learning disabilities already living in the community.
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Turner et al (1995) saw that the closure programme and prioritisation of resources 
towards resettling people with learning disabilities within the community dominated the 
policy agenda. The needs of people living with their families and their carers continued 
to get little attention by the formal paid service sector. An example of this was seen in a 
review of community care plans in the mid 1990s, which revealed that less than one third 
made reference to people living with family carers, despite the fact that the majority of 
people with learning disabilities did so.
These findings led to accusations of "service users in the community receiving a two-tier 
service with those who had moved out of long stay hospitals getting a ‘Rolls Royce 
service’ supported by funds which accompanied them in their move, compared to those 
who were already living in the community -  either in hostels or with their families" 
(Walker 2002:90).
Qureshi and Walker (1989) observe that community care policy and practice in Britain 
has increasingly operated in a casualty mode. Sufficient resources were never allocated 
to enable an effective preventative system to operate. Although community care policy 
was founded on the assumption of family care, family carers themselves were never 
treated as citizens in their own right, or as experts on the care of a particular person.
During this time some organisations such as Carers UK and legislation started to 
recognise carers’ roles and needs and introduced in the Carers Act (DOH 1995) and in 
1999 the ‘National Carers Strategy’ (DOH 1999).
However, the needs of carers of those people with learning disabilities were not 
addressed either in the preparatory work for this strategy or in it’s findings.
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The issue of addressing the circumstances of people with learning disabilities living in 
the family home has been made more urgent by the aging of the population. An 
increasing number of people with learning disabilities are surviving to older age and are 
surviving to the point that their family carers can no longer continue to care (Audit 
Commission 1989).
Marsden (2002) sees that although the 1971 White paper sought to tackle issues such 
as isolation and poor living standards, it did little to improve people’s everyday lives. 
Much of the blame was placed on the NHS Reorganisation Act 1973, which hindered the 
joint planning on which the strategy depended. This was compounded by the sterling 
crisis of 1976. Carlson (2000) sees that spending on welfare was said to be out of 
control because the ‘Nanny State’ ensured that people would never have to deal with the 
consequences of their actions. Levitas (1998) refers to this as the ‘moral underclass 
discourse’.
The third term of the Conservative office heralded a re-alignment of services. A new 
structure was provided for the welfare state, which was based on pluralistic provision, 
the market economy and accountability. This was linked to an idea that structures and 
management were causing the inefficiency within the NHS rather than a lack of funds, 
and proposed it should be based on consumer sovereignty and the free market economy 
(Miller 1999).
This was adapted to community care by Griffiths (DOH 1988) and later implemented by 
the NHS and Community Care Act (1990).
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Alongside the de-institutionalisation of people with learning disabilities, there have been 
very important changes in service philosophy and practice for people with learning 
disabilities.
Normalisation led service provision for people with learning disabilities to move away 
from segregation and containment, towards models of care that facilitate inclusion and 
participation.
Nirje (1976:34) described normalisation as “Making available to all mentally handicapped 
people patterns of life and conditions of ordinary living which are as close as possible to 
the regular circumstances and ways of life of society...i.e. making their life conditions as 
normal as possible, respecting the degree and complication of their handicaps, the 
training received and needed, and the social competence and maturity acquired and 
attainable.”
According to Russell (1997) the publication of An Ordinary Life (Kings Fund 1980) 
focused attention on the need to harness the principles of normalisation to the everyday 
world of practice. These principles were widely used in several parts of the United 
States, notably in ‘Eastern Nebraska Office of Mental Retardation' (ENCOR). It was the 
stimulus provided by a small group who had visited Nebraska and had seen what was 
being achieved that led to the Kings Fund working party being set up.
“Our goal is to see mentally handicapped people in the mainstream of life, living in 
ordinary houses in ordinary streets, with the same range of choices as any citizen, and 
mixing as equals with other, and mostly non handicapped members of their community.” 
(Kings Fund 1980:10).
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However, there was some resistance to the philosophy of normalisation, which 
highlighted that nurses and medical staffs careers have traditionally been based on the 
non-normality of people with learning disabilities that are rejected from society. They 
referred to the advocates of normalisation as the “emasculated humanitarianism” (Ryan 
and Thomas1995).
Another key driver which emerged during this time was the privatisation of Welfare 
systems and the public expenditure contraction.
The quasi-market system, introduced under the Conservative governments of the 1980s 
and has continued under New Labour, provided strong incentives for local authorities to 
ration the amount of care they provide.
Walker (2002) observes that responsibility was distributed with local NHS Trusts and 
rationing services by targeting resources only on people with the highest levels of 
disability, and concentrating provision on those without relatives to provide care.
Although the New Labour government began to put extra investment into public 
services, no new money was put into learning disability services either in social services 
or health.
This made it particularly difficult for family carers; jeopardised services going to those 
living in dispersed, supported housing in the community and excluded the possibility of 
preventative work.
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Chetwynd et al (1996) sees that as well as increased rationing, from the 1980s onwards 
there has also been a massive increase in charges for community care services. It 
created a substantial barrier to the integration of health and social services provision, 
reinforcing what Frank Dobson, then secretary of State for Health, called the ‘Berlin wall' 
between the two. This policy has continued under New Labour, with many local 
authorities increasing the extending charging policies for services for people with 
learning disabilities.
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Critical Analysis
According to Atkinson and Walmsley (2003) the Valuing People White paper (2001) 
takes a ‘whole government’ approach and ties in with a broader vision of eliminating 
social exclusion. Unlike most previous government objectives into the field of social care 
and learning disability, the creation of Valuing People White paper (DOH 2001) was a 
pro-active rather than a reactive process. It was neither born by a response to scandal, 
as was the case with the 1971 White paper (DHSS 1971), nor was it essentially based 
upon a desire to reduce public expenditure, in the manner of the 1990 NHS and 
Community Care Act (Lewis and Glennerster 1994).
Indeed, since the publication of the paper a new “All-Party Group” has been formed of 
over 60 MPs and Peers from different political parties, whose focus is to pressurise the 
government to make the promises of its White paper a reality.
Valuing People (DOH 2001) aimed to involve all relevant stakeholders during both its 
creation and implementation. Consultation took place for over a year before its 
publication with a range of people with key interests in the learning disability field. The 
extents of the consultations were as follows; - the Department of Health’s National 
Learning disability Advisory Group and the Service Users Advisory Group were 
consulted on emerging issues. Six working groups were brought together (children, 
family carers, health, supporting independence, workforce planning and training and 
building partnerships) including people with learning disabilities and seven regional 
workshops across the country attended by almost one thousand people, including 
people with learning disabilities and family carers; seminars on particular themes, such
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as parents with learning disabilities, and consultation with disabled children, to produce 
ideas for improving services (Walker 2002).
Partnership Boards would be set up to drive forward Valuing People at a local level on 
which would sit both service users and carers.
Walker (2002) argues that in reality the involvement of people with learning disabilities 
and carers in creating the White paper was more limited then would appear. With 
exception of the group on 'Supporting Independence’ they did not include people with 
learning disabilities, whose consultation was separate, and did not include family carers 
in their own right. Although many ‘professionals’ and ‘experts’ were also the family carer 
of a child or adult with learning disabilities, it would have been appropriate to involve 
family carers who did not also have a professional role in the field.
The Department of Health provided the largest numbers of members and chairs for most 
of the groups and representation of voluntary groups was quite small. However, in 
comparison the Service Users Advisory Group, had representatives from a number of 
advocacy and self-advocacy groups, including People First, Mencap, Change ND 
Speaking Up. They produced their own report (Nothing about us without us (DOH 
2001c) which was fed into the main Advisory Group discussions and was published in an 
accessible version alongside the White Paper.
The level of participation in the seven workshops held regionally across the country, 
prior to the completion of the White paper, was great. However, they were held at the 
end of the process when the working group reports were all but completed so
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consequently there was great unrest at the timing of these meetings and the value of 
their contribution.
Walker (2002) asks what guarantees are there that the voices of those people with 
learning disabilities and family carers in the groups will be heard and views acted upon. 
Further more, individual participation can merely reflect, not represent the views of the 
wider community of learning disabilities and may certainly not reflect the wide range of 
abilities there in.
There are also practicalities to consider. Users are disempowered people next to 
managers, who have bureaucracies behind them and hierarchies below them that offer 
administrative and secretarial help, offices, and high-powered technology. Are agencies 
offering any administrative back up for service users and carers or meeting costs for 
fares, petrol, taxis, perhaps childcare -involved in getting to meetings? Also, payments 
in cash may affect means tested benefits (Philpot 2002).
Ham (1999) argues that individuals and groups may have an impact on policy, but under 
conditions not of their own choosing. Smith (1999) has demonstrated this in his analysis 
of power within government and the contention that actors are central but are 
constrained by context and structure.
The Valuing People White Paper (DOH 2001) is split into three parts.
Firstly, it describes the four principles that underlie the paper which are civil rights, 
independence, choice and inclusion, which reflect recent service philosophy and practice 
in the UK which draw on 'Ordinary Life' (Kings Fund 1980), normalisation and O'Brien's
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five accomplishments (1985) (Choice, Community Presence, Competence, Community 
Participation and Respect).
The paper states that "the Government is committed to enforceable civil rights for 
disabled people in order to eradicate discrimination" (DOH 2001:23).
Independence is said to be part of the government's modernisation agenda: "while 
people's individual needs will differ, the starting presumption should be one of 
independence, rather than dependence, with public services providing the support 
needed to maximise this." (DOH 2001:23)
With regards to choice the paper states that "We believe that everyone should be able to 
make choices. This includes people with severe and profound disabilities who, with the 
right help and support, can make important choices and express preferences about their 
day to day lives." (DOH 2001:24).
The paper states that "Inclusion means enabling people with learning disabilities to do 
those ordinary things, make use of mainstream services and be fully included in the local 
community." (DOH 2001:24).
An example for this would be the National Framework for Mental Health (1999), which 
applies to all adults of working age.
The British Institute of Learning Disabilities (BILD) argues that the White paper has a 
lack of clarity and offers limited detail on the key principles of Civil Rights, Inclusion, 
Choice and Independence mean in practice (BILD 2001).
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Williams (2001:5) states that “the concepts of independence and inclusion are rather 
more powerful in the social model than they are presented in the White paper. In the 
social model, independence is not defined as not being dependent (on other people or 
aids and equipment). It is defined as having enough supports to enable you to have the 
same freedom as everyone else in society. A good policy discussion of independence 
for people with learning disabilities thus requires an analysis of areas of restriction for 
those people, and a commitment to resources which will remove restrictions."
Llewelyn and Hogan (2000) observe there have been many misinterpretations of what 
the social model does and does not mean. For example, ‘choice’ is often used as a 
defense by untrained staff for supporting unhealthy actions by individuals who may not 
have the capacity to understand the consequences. Equally, does ‘independence’ mean 
breaking free of the culture of dependence, or does it refer to the inter-dependence and 
mutuality with support services and networks that non-disabled people enjoy?
Inclusion seems to be more defined by the strategies in place to involve service users, 
such as involvement in resourcing services via the partnership boards and easier access 
to work (Holman 2001a).
Walker (2002) asks how extensive can rights be, especially when resources and 
services are strictly rationed? Giving people rights implies entitlement to services but the 
White paper makes no such promises.
The British Institute of Learning Disabilities (BILD 2001) highlights that 'Equality' was not 
included as a key principle in the white paper, which is at the forefront of fair access to
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health services. The inherent difficulties in providing equal access for those people 
whose needs vary considerably and who might require substantial resources is an 
important omission.
Walker (2002) highlights that to actually achieve the goals of inclusion, independence, 
choice and rights it involves both a massive changes in attitude by all parties, as well as 
a huge change in service provision and practice.
In part two of the paper 'Better life chances for people with learning disabilities', the 
proposals are divided into six areas which reflected the main working groups. The areas 
are disabled children and young people; choice and control for people with learning 
disabilities; supporting family carers; improving health; housing, fulfilling lives and 
employment and finally quality services.
Part three is called 'Delivering change' stating how the objectives of the paper are to be 
achieved.
The White paper stated that a learning Disability fund of up to £100million for the first 
two years would be implemented following publication, to be spent on modernising day 
centres, helping people move from long stay hospitals to more appropriate 
accommodation in the community, developing specialist local services for adults with 
severe challenging behaviour as well as integrated facilities for children with severe 
disabilities and complex needs.
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An implementation support fund, worth £6million over three years, would fund new 
advocacy services as well as a learning disability information centre and helpline. Extra 
funds were also promised for self-advocacy organisations.
National objectives were established for quality and performance monitoring of learning 
disabilities services, which provide clear direction for local agencies. Also, a new 
qualification route for care workers would be established (Learning Disabilities Award 
Framework (LADAF) (Steele 2001).
According to Race (2004) Valuing People does not bring any ‘new money’ for direct 
services. What it calls the ‘Learning Disability Development Fund’ the only funding 
relating to direct services, draws on revenue released from ‘NHS old long stay funding’.
Walker (2002) argues that the £100 million initially promised for the first two years to 
support the new strategy would not be enough to address the key ambitions for the 
White Paper. The Learning Disability Development Fund is expected to meet the costs 
for a great many areas. Whilst this money is a welcome addition to the £3 Billion already 
spent on services for this group of service users, it is questionable whether it is 
sufficient, given the pressure under which so many local authorities are working.
‘Quality services’ objectives set out in the paper would require more money, given the 
pressure on both health and social services budgets at present. Race (2002) observe 
that a significant number of the actions involve integrating learning disability into existing 
health and social care programmes and policies for a wider range of service users. This 
perception is reinforced by the financial and other provisions, noted in the White paper, 
by which the government claims to ‘provide a strong national lead’.
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Towell (2001) observes that the problem with the White paper was the very ambitious 
timetable attached to some of the targets, such as the implementation of the Support 
Team and the Learning Disability Taskforce within months of publication. Local 
strategies were to be submitted within eight months of publication, during which time the 
boards had to be created and policies discussed. Towell (2001) argues that this was a 
very tight timetable for the establishment of a new type of participatory organisation to 
produce proposals on an innovatory strategy. It also begs the question as to how the 
members were recruited and the level of consultation that took place.
Further, Valuing People has failed to highlight that its implementation is dependent on 
other policy initiatives that are not well established such as Connexions and Primary 
Care Trusts. There could be vast consequences if these other developments fail, fall 
behind schedule or ignore the needs of people with learning disabilities (BILD 2001).
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Facts
Impact on Practice
Since the development of the Valuing People paper there have been various 
developments that have assisted in its implementation. With the support of the 
Modernisation Agency Leadership Centre, leadership development programmes are in 
place for the Partnership Board Lead officers. Nationally and regionally links and joint 
working programmes have been developed such as the Learning and Skills Council, 
Connexions and Workforce Development Confederations.
Where obstacles exist the Support team has a role in finding ways around them. For 
example, the Support team has been working with the Commission for Social Care 
Standards and Improvement on new inspection methodologies. This has resulted in an 
approach based on Valuing People objectives (Atkinson and Walmsley 2003).
However, Walker (2002) argues that the White paper is a remarkable programme of 
work for already over stretched services. Most of the work that was required for 2002 
was at a time when responsibility for learning disability services in all areas was under 
review and in many areas the shift from local community health trusts to social services. 
Primary Care Trusts or other health-related organisations. This enormous structural 
change has severely challenged the ability to deliver the plans.
As there are no Learning disability Trusts the work of the Valuing People paper will have 
to be (and is being) subsumed under other trusts i.e. Mental Health or by the Primary 
Care Teams; which according to Walker (2002) have limited or no experience of service 
provision to this group, let alone an understanding of the debates around independence, 
person centered planning and choice.
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In accordance with this Mathieson (2004:9) sees that staff in learning disability services 
are finding some tension between applying the principles of the white paper and meeting 
their organisation's policies and targets. “Changing from a service-focused way of 
thinking about things to a person-focused way is incredibly difficult for professionals and 
organisations.”
The first annual report to parliament on the progress of Government plans to improve the 
lives of people with learning disability offered little evidence that promises have been 
fulfilled (Mencap 2003).
According to Congdon (2003:1) “The Government has made no attempt to assess how 
much it will cost to implement ‘Valuing People’ and does not see it as a priority. Unless 
this changes, the ideas behind Valuing People will never become a reality for people 
with a learning disability.”
Mencap (2003) is calling on the Government to act on commitments made in the Valuing 
People White Paper. They argue that since its launch, Mencap has become concerned 
at the lack of progress due to the low priority given to learning disability by the 
Government.
Mencap are concerned that the Partnership boards set up to drive forward the Valuing 
People at a local level are being marginalised because they have no real power. A lack 
of funding for vital services such as housing and day services -  both of which require 
urgent modernisation -  is also preventing progress. “Without more funds and more
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priority on improving services, Valuing People will have no real impact on the lives of 
people with learning disability.” (Cramp (2003).
Mencap are now campaigning for the Government to put learning disability services 
higher on the agenda, so that local authorities and health services also see it as a 
priority to achieve the vision set out in ‘Valuing people’.
Mathieson (2004) observes that although Valuing People has made an impact it has 
failed in meeting the time scale for the closure of long stay hospitals. There are still 700 
people in hospitals 30 years after the publication of the first white paper in 1971. There is 
also a shortfall of appropriate housing and only one person in ten with learning 
disabilities is in work.
This has resulted in the government re-setting the target date for the closure of the 
hospitals and said another £15 million was required to tackle re-housing issues.
McGrother et al (2002) argue that people with learning disabilities from minority ethnic 
communities are at particular risk of discrimination in gaining access to appropriate 
health care. They have multiple disadvantages in relation to race, impairment and, for 
women, gender. Negative stereotypes and attitudes held by service professionals 
contribute to the disadvantage they face.
Difficulties facing carers from minority ethnic communities include sensitivity to issues of 
culture and language and false assumptions about communities wishing to provide care 
within there own family environment or not wanting support from statutory agencies. 
These issues were highlighted in the Valuing People paper as areas for improvement.
28
Policy Review
However, sadly, although the second annual report by the Learning Disabilities 
workforce on the progress of Valuing People saw that there have been a great many 
improvements in the quality of life of people with learning disabilities. It warns that there 
are still too many stories of people not being supported properly. The report particularly 
highlights the lack of support for clients from minority ethnic communities. It calls for 
urgent action to be taken to support and include these people.
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Theories
According to Ham (1999) no one theoretical perspective is able to offer an adequate 
explanation for the distribution of power in health care and the creation of health care 
policy.
In very broad terms, the Marxist approach focuses on class conflicts and the economy. 
From this perspective inequalities in service provision between client groups are 
explained in terms of a lack of productivity of people with learning disabilities. It is 
suggested that because these people cannot make a significant contribution to the 
development of the economy and of profit, they will receive a lower quality service than 
productive groups.
The essence of pluralistic democratic theory of power is that power is shared between 
official groups in governmental agencies and outside interests exerting pressure on 
these agencies. This helps to ensure there is no consistent bias in the allocation of 
values.
Alford's (1975a) theory of structualistic approaches argues that structural interests are 
those interests that gain or lose from the form of organisation of health services. It looks 
beyond the surface politics of pressure group conflicts (as in the pluralist approach) finds 
not class struggle (as in the Marxist approach) but professional dominance. It identifies 
wide discrepancies in power in relation to dominant groups to get their definitions 
accepted.
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One of the objectives for the Valuing People White paper is the emphasis on the role of 
family carers/the discourse of care.
Finch (1990) sees that those individuals that provide the majority of support are women 
within the family home and are consequently being exploited as a cheaper option to 
state support.
Dailey (1988) develops the feminist analysis by suggesting that community care policies 
contain an assumption that the (idealised, nuclear) family represents the most 
appropriate site for care. Regarding familism as the dominant ideology of community 
care -  legitimising a private production of welfare, based upon the exploitation of 
women's caring labour.
Davis (1995) further argues that the promotion of family support, as a cost-effective 
substitute for state support can also be disabling.
Morris (1993:153) states that “...a reliance on assistance solely provided by family and 
friends is incompatible with the philosophy of independent living. Those people who 
have significant personal assistance requirements and who have been able to 
participate fully in society have done so because they have not had to reply solely on 
family and friends for the help they need.”
Based on the writings of Priestly (1999) and the discourse of individualisation, if the 
assumption of the Valuing People paper is that people with learning disabilities need 
care, then the second assumption is that this need arises as a result of personal 
inadequacy.
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Definitions of disability adopted in British welfare policy have been framed within an 
individual rather than a social model approach such as the regulations governing the 
NHS and Community Care Act (DOH 1990). There are numerous other examples of the 
perpetuation of the link between illness and disability such as in the Health of the 
Nation's (DOH 1992) only reference to people with physical impairments was to call for 
the reduction in the number of pressure sores.
Chadwick (1996:33) argues that “by creating and subsequently existing within a medical 
knowledge of disability, the medical professions and their associates cannot concern 
themselves with the unthought, ungoverned, social barriers which cause disability -  a 
causality they monopolise and demonstrate to society at large, a society which in turn 
empowers the institutions, the knowledge and the professions therein”.
The Marxist approaches to the sociology of medicine have shown how médicalisation 
has reinforced the ideologies of particular class interests. Medicalised definitions of 
disability service a greater purpose.
Abberly (1992:141) states that “Functional definitions are essentially state definitions, in 
that they relate to the major concerns of the state...production, capacity to 
work...welfare, demands that have to be met from revenue or they cannot be offloaded 
on some other party...”
It could be argued that an example of this would be the “Welfare to Work” scheme. 
Incapacity benefit, paid to those unable to work due to disability, is now time-limited. All 
those claiming the benefit for three years have to undergo a health check to establish if
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they are fit for work. These measures are an extension of those implemented in 1999 -  
when Labour cut Incapacity Benefit entitlement by introducing means testing and an “all­
work” test. Based on this new system if a disabled person was judged to be able to carry 
out certain tasks that meant they could perform some sort of work, their benefits could 
be withheld.
One of the Valuing People's objectives is to improve the employment opportunities for 
people with learning disabilities. However, Mencap (2001) argue that now that the 
amount of time people with learning disabilities claiming benefits has been limited it 
limits the job opportunities they once had. Those people with learning disabilities that 
used to work up to 16 hours a week without loosing entitlement to benefits have been 
forced to either reduce their hours or pushed into working full time. According to the 
charity Mencap, an estimated 1,000 people with learning disabilities have lost their part- 
time jobs or had their hours reduced because employers were not prepared to pay the 
minimum wage introduced by Labour in its first term in office.
Prasad (2001) argue that this system deters employers from highering people with 
special needs. However, Disability Alliance argue that people should be able to access 
work more easily, without a doctors recommendation, and many of them will see their 
first earnings although capping the period of employment may discourage prospective 
employers.
A third theme to emerge is the discourse of segregation, the assumption that some of 
the needs of people with learning disabilities are addressed through separate institutions 
of welfare production. Although welfare production has shifted from large residential
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institutions to community settings and the home, segregation is not only physical but 
also administrative.
According to Priestly (1990) administrative segregation can be as powerful a form of 
surveillance and control as physical incarceration such as beaurocratic systems and 
administrative structures.
Stone (1984) argues that disability is a socially (or beaurocratically) constructed 
category. This flexible category functions ideologically by defining those not able to work. 
It is a negative category because it does not define disabled people so much as non­
disabled people. Thus “the disability concept was essential to the development of the 
workforce in early capitalism and remains indispensable as an instrument of the state in 
controlling labour supply.”
Mansell (1993) described three typologies of local services in terms of how they 
responded to the Mansell report. The Mansell Report (1993) was one of the most 
seminal in the Learning Disabilities field in the 1990's. The report of a committee of 
inquiry chaired by Professor Jim Mansell was concerned with how to develop 
individualised services and support for people who were labeled as challenging the 
services (Atkinson and Walmsley 2003).
According to Atkinson and Walmsley (2003) a very similar reaction is happening to the 
implementation of the Valuing People White paper.
Firstly, there are the 'removers', where the responsibility for change and the ascribing 
responsibilities for the removal of obstacles to change are put on others. For example, it
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is not possible to make progress because the Government has not provided enough 
money, or because a partner organisation is unwilling to play ball. In those areas where 
this is occurring, little progress is being made because the prevailing belief system is 
that Valuing People simply is not possible until someone else removes the obstacles that 
make it difficult.
Secondly, a number of local services are ‘containers’ in the sense that local 
implementation strategies are largely contained within the culture and practices that 
prevailed prior to Valuing People’s publication.
Thirdly, Mansell (1993) describes some local services as ‘developers’ or perhaps better 
described as ‘innovators’. There is recognition that new ways of working are required 
and problems and challenges are addressed by asking what new and different 
approaches can be used to help make things different.
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Conclusion
The election of a Labour government in 1997 brought an end to 18 years of 
Conservative government.
The Blair government developed its own policies for the modernisation of the NHS and 
in the process published proposals that were as radical as those contained in ‘Working 
for Patients’. These proposals centred on what ministers described as the ‘third way’ of 
reform, different from both the internal market of the conservative government and the 
application of centralised planning by previous Labour governments (Ham 1999).
Strong elements of continuity between the latter stages of the Conservative government 
and the approach pursued by the new Labour government can be seen in policies 
towards the NHS. The third way incorporated important elements of the reforms initiated 
by the past Conservative governments.
Giddens (2001) has observed that words such as ‘social inclusion’ and ‘partnership’ are 
part of the discourse of the ‘third way’.
Powell (2000) explains that the discourse of New Labour is a more appropriate way to 
define the ‘Third way’, as critics have pointed out it has few values, and is not based on 
an ideology.
Service user and carer participation is not a new concept yet each government discovers 
it anew. Valuing People White Paper invented Partnership Boards, which according to 
Philpot (2002) is another consultative apparatus erected to ensure users are at the 
centre of service planning.
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Over ten years ago the then health secretary, William Waldegrave, spoke of 
‘management systems powered by the voices of users’ in the ‘White paper 'Caring for 
People’
These words are then reverberated by health secretary Alan Milburn in the NHS Plan 
(DOH 2001).
They can also be found in the 1991 Social Services Inspectorate, referring to the 
reorganisation of social care that Caring for People had prefigured, saying, “The whole 
rationale for this reorganisation is the empowerment of users and carers."
According to Mitchell (2004) there is doubt that changes in government make a great 
deal of difference to the outcome of policy regarding people with learning disabilities.
This can be reflected in the way in which successive governments have talked about 
learning disability policy, having been built upon previous initiatives regardless of the 
party in power.
For example, Barbara Castlere-affirmed the philosophy of the 1971 White Paper 'Better 
Services for the Mentally Handicapped', that was produced by the Conservative 
government and which in turn acknowledged the work of the previous Labour 
administration.
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Jay (2004) elaborates this view by suggesting that the main reason for the lack of 
implementation for learning disability policy within government is that there have been no 
champions since the 1970's.
The policies pursued by the Labour government are making doctors working within the 
field of learning disabilities more accountable for their performance. These policies build 
on general management and the separation of purchaser and provider responsibilities 
and focus particularly on the introduction of new forms of regulation to raise standards 
within the NHS such as NICE (National Institute of Clinical Excellence) and CHAI (The 
Commission for Healthcare Audit and Inspection) (Ham 1999).
With regards to learning disabilities nurses it is possible that the Jay Report provided an 
impetus for them to examine their role in the light of institutional decline. Confirmation of 
the continuation of the role has enabled many nurses to carry on working towards and 
lead community services for services for people with learning disabilities (Mitchell 2004).
In the Valuing People paper (DOH 2001) the government promised many things, namely 
that the implementation would lead to dramatic improvements in service provision for 
people with learning disabilities and their families. It dedicates itself to cradle to grave 
provision, with people with learning disabilities and their family carers, at the centre; both 
in terms of planning services and in terms of the individuals support each will receive. It 
will facilitate a well-trained workforce. It will facilitate better inter-agency working and to 
integrate the needs of people with learning disabilities into the mainstream provision of 
other services such as education, housing, transport and health. It has incorporated into 
mainstream official thinking important principles, which are essential, if people with 
learning disabilities are to be equal members of society with equal opportunities and
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choices. It states to promote the rights of people with learning disabilities and to end 
discrimination in services to people from minority ethnic communities, who have been 
particularly badly served up until now (Mir et al 2001).
There are however, reflected within this assignment grave concerns about the 
implementation and delivery of these promises. At an economic and systemic level. 
Valuing People (DOH 2001) could fall victim to problems faced by other policies in the 
field of learning disability. Valuing People has arrived at a time of reorganisation of 
services similar to the previous White paper in this field. Better Services for the Mentally 
Handicapped (DHSS 1971).
The impact of Better Services was hampered by reorganisation along with economic 
instability, issues that are both significant to the present policy (Holman 2001a).
Valuing People was launched when social services departments were already at risk of 
sinking under numerous new initiatives, when community based health services are 
being radically reorganised and when the main health priorities for government are 
hospital based.
It was expected to do this on £100 million extra over two years, which was reduced by 
£18 million within five months of publication.
Calls to offer genuine participation to people with learning disabilities and their families 
were being implemented at such a speed that it is unlikely that, at least at the early 
formative months, they had any significant influence.
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However, Race (2004) argues that the participation of people with learning disabilities in 
the policymaking process, encompassing normalisation, is a sufficient outcome in itself.
Mir et al (2001) argues that people with learning disabilities and their families deserve a 
revolution in care in the 2 f^  century. Valuing People offers a strategy for beginning to do 
that. However, the desirable objectives of Valuing People are very costly. The more 
successful the strategy is, the more expensive it will become, as more people will want 
to exercise their rights to independence, integration and choice.
The theories in this assignment can be viewed as complementary rather than alternative 
and each is able to offer insights into the dynamics of the policy process. Therefore the 
key issue is to examine the dominant value systems in particular areas and their 
influence on policy. By analysing the operation of professional ideologies in health 
services, it may be possible to establish links between the way issues are defined and 
resources allocated, the nature of structural interests and the distribution of power, and 
macro theories of the state (Ham 1999).
One could start by exploring the role of the medical profession and the way in which the 
profession’s view of health has come to occupy a dominant position.
There have been several assumptions within the formation and implementation of 
policies regarding people with learning disabilities. Some of which are that disabled 
people require care that this need for care is a product of impairment and that care 
should be provided within an administratively segregated system of welfare production. 
Consequently the policy agenda for people with learning disabilities reinforces individual 
models of disability and obscures the consideration of other modes of welfare production 
based on participation, integration and equality.
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A positive move away from this has been the participation of service users and carers in 
the development and implementation of Valuing People and integration being highlighted 
as a key objective although equality was not highlighted as a key objective.
Despite 30 or more years of cynicism, since the last White paper (DHSS 1971); Valuing 
People (DOH 2001) has succeeded in raising many people's expectations.
Learning disabilities nurses as social educators or behaviour therapists are increasingly 
gaining positive reaction since the criticisms of the 1970s and advocated by the nurses 
themselves. Further training has allowed learning disabilities nurses to redefine their 
roles within existing services.
Valuing People (DOH 2001) has allowed Learning disability nurses to further develop 
their roles with the implementation of Health Action plans and Health facilitators for all 
people with learning disabilities. This has put health back onto the agenda for this 
service group and once again will allow learning disabilities nurses to utilise their skills.
Three years since the publication of Valuing People (DOH 2001) and perhaps it didn’t 
trigger a ‘revolution’, as first described, but the consensus seems to be that it started the 
process of ‘evolution’ towards better lives for people with learning disabilities.
The general direction of the White paper (DOH 2001) appears to be positive, with 
innovative schemes taking off around the country. The pace of the change however is 
frustrating for some, and significant issues still need to be addressed. It would appear 
that without a substantial injection of money, it is hard to imagine Valuing People (DOH 
2001) succeeding in offering adequate services for all people with learning disabilities.
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Also, the extent of the agenda is great, covering health, housing, education, 
employment, civil rights and leisure, which means that it was never going to be possible 
to take everything forward simultaneously.
Boundaries need to be pushed by partners in order to achieve Valuing People 
objectives. For example, in housing terms this means expanding the availability of 
mortgages for people with learning disabilities and in employment terms, it will mean all 
public sector bodies taking a lead by employing people with learning disabilities in paid 
jobs.
With regards to pending research into mental health and people with learning disabilities 
this will be of particular significance. Valuing People (DOH 2001) states that people with 
learning disabilities have greater health needs then the rest of the population and are 
more likely to experience mental illness.
The aim of the National service Framework for Mental Health, is to drive up quality, 
tackle variations in access to care, increase the effectiveness of care and enhance user 
and carer experience by ensuring changes are systematic and sustainable. A person 
with a learning disability who has a mental illness should therefore expect to be able to 
access services and be treated in the same ways as anyone else.
However, the problems that this assignment raises also concerns the willingness and 
readiness of the service system to deliver services that not only involve people in the 
processes proposed by Valuing People, but that have the quality to enable people to 
lead the sorts of lives implied by its objectives.
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This reiterates the three typologies discussed earlier by Mansell (1993) as a response to 
policy implementation.
Services need to be aware of the pit falls of becoming 'removers' or 'containers' and 
should be aiming to become ‘developers’ or ‘innovators’. Services will then recognise 
that new ways of working are required and problems and challenges need to be 
addressed by asking what new and different approaches can be used to help make 
things different. A key driver will be to develop practical and unambiguous guidance for 
all partners at a local level. Through this positive approach, the objectives set out in 
Valuing People (DOH 2001) will become more of a reality for more people.
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Appendix 1
Policy Analysis Framework
Introduction to paper
Epidemiology
Critical Understanding of 
Policy Analysis
History
Values
Critical Analysis of Paper
Facts
Theories
Conclusions
Drivers/Resistors/
Development
Impact on Practice/Service 
Provision
Recommendations for 
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Appendix 2
Mental Deficiency Act 1913 
Four classes of mental deficiency
•  Idiot (unable to guard themselves against common physical dangers such as 
fire, water or traffic),
•  Imbecile (could guard against physical dangers but were incapable of 
managing themselves or their affairs,
• Feeble-minded (needed care or control for protection of self or others)
• Moral Defectives (who had vicious or criminal propensities)
(DHSS 1913).
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Service Development Project
Audit of the prescribing practices of psychotropic medication with a specific 
focus on antipsychotic medication prescribed for service users with learning 
disabilities in a NHS Trust for mental health and learning disabilities against
NICE guidance and Trust policy.
For the purpose of this assignment the use of the term 'learning disabilities' will be employed, 
as this is the current term used in the UK to describe people with impaired social functioning 
due to intellectual deficits. In order to maintain confidentiality the Trust’s name and location will 
not be referred to throughout any aspect of this project.
The NHS Trust is one of the largest in the country delivering services to people with learning 
disabilities covering residential social care, community care, inpatient care, supported living 
and day care (Day care was not included in this project as it is not within their remit to monitor 
prescribing practices for service users).
The aims of the audit were to address two factors. Firstly, there was a need to gain awareness 
of the amount of psychotropic medication service users with learning disabilities within 
services were being prescribed. Most people with learning disabilities have greater health 
needs than the general population. They are more likely to experience mental illness and are 
more prone to chronic health problems. Studies of the management of people with challenging 
behaviour have shown an over-dependence on the use of psychotropic drugs with poor 
outcomes as a consequence (DoH 2001).
Secondly, the findings would be utilised to audit the use of atypical and typical antipsychotics 
against the standards set out in the NICE (National Institute of Clinical Excellence) guidance 
on the use of newer (atypical) antipsychotic drugs for the treatment of schizophrenia (2002). 
The guidance would be used in conjunction with the Trust policy on the use of atypical 
antipsychotics (See appendix 1 for standards).
A simple questionnaire was sent out to all learning disabilities services within the Trust 
requesting that one questionnaire be completed for each service user prescribed medication. 
Accompanying the questionnaire was an information sheet detailing the categories of
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medication (See appendix 2). The member of staff completing the questionnaire was asked to 
detail all the medication that was prescribed to the individual from their medication chart. Upon 
return of this information the data was analysed to ascertain the amount of psychotropic 
medication being prescribed and more specific analysis was used to look at antipsychotic 
(Typical and Atypical) medication use against the standards set out in the NICE guidance 
(2002) and the Trust’s policy on the use of atypical antipsychotics.
The findings of the project are as follows (see appendix 3 for full results).
The number of service areas audited was 73 and the number of service users audited were 
377, 68 of which were not prescribed psychotropic medication. The sample chosen for this 
project were the 309 (82%) that were prescribed psychotropic medication.
Figure 1
Type of psychotropic 
Medication
No. of service users 
prescribed medication
% of service users 
prescribed medication
Antiepileptic 144 47%
Antimuscarnic 78 25%
Anxiolytic 110 36%
Hypnotic 59 19%
Antidepressants 52 17%
Mood stabilisers 56 18%
Antipsychotics 230 74%
Atypical
antipsychotics
91 30%
Typical
antipsychotics
139 45%
Both atypical and 
typical
47 15%
Note: 67% of service users were prescribed two of more psychotropic medications.
Sei vice Development: Project:
Doctorate in Clinical Practice April 2005
The results of the audit show that a large number of service users are prescribed psychotropic 
medication, with antiepileptic medication and antipsychotic medication being the most widely 
prescribed. The use of antiepileptic medication reflects the percentage of service users with 
epilepsy within the Trust and is reflected nationally.
There is no reference to people with learning disabilities within the NICE guidance. The only 
reference to people with learning disabilities within the Trust’s policy for atypical antipsychotics 
comes under the heading ‘Use with caution’ where it states that “It is recommended that 
prescribers are cautious when prescribing in situations where there is little or no evidence 
available for the effectiveness of antipsychotics. People with learning disabilities: Use only 
when psychosis is present.”
Of those service users audited, 74% are prescribed antipsychotics and 30% are prescribed 
atypical antipsychotics but the results do not reflect whether these service users are psychotic. 
There is no Trust policy for the prescribing of typical antipsychotics.
The NICE guidance for antipsychotic medication in conjunction with the Trust guidance states 
that atypical and typicals should not be prescribed concurrently except for short periods to 
cover change over of medication. The results show that 15% of those service users in the 
study are being prescribed the two together. The results do not indicate whether these are 
during a time of medication change over. The Trust’s policy also states that atypical 
medication should not be used for sedation or behavioural control.
Between the publication of the 1971 White paper (Better Services for the Mentally 
Handicapped) and the 2001 (Valuing People) White paper, there have been great changes in 
philosophy and practice regarding people with learning disabilities. One major change has
Service Development Project
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been the shift from institutional provision towards inclusive community based care, which was 
the key goal in the 1971 White paper. Alongside the de-institutionalisation of people with 
learning disabilities, there have been very important changes in service philosophy and 
practice for people with learning disabilities. Normalisation led service provision for people with 
learning disabilities to move away from segregation and containment, towards models of care 
that facilitate inclusion and participation.
The Valuing People (2001) paper states that "We believe that everyone should be able to 
make choices. This includes people with severe and profound disabilities who, with the right 
help and support, can make important choices and express preferences about their day to day 
lives." (DoH 2001:24).
The NICE guidance for the use of newer antipsychotics states that “The choice of 
antipsychotic drug should be made jointly by the individual and the clinician responsible for 
treatment based on an informed discussion of the relative benefits of the drugs and their side- 
effect profiles. The individual's advocate or carer should be consulted where appropriate.” 
(NICE 2002).
Psychotropic medication is widely used for people with learning disabilities and often with poor 
indications. Those with a learning disability may suffer from the same mental illnesses as the 
rest of the population and drug treatment is similar in both groups. However, in the former 
these drugs are often used when there is no evidence of mental illness. They are widely 
employed by service users who are behaviourally disturbed in order to control aggression and 
self-injurious behaviour (Kiernan et al 1995).
Psychotropic drugs are themselves associated with higher mortality. Many adverse 
interactions between general medical and psychotropic drugs have been reported (Goldman
Service Development: Project:
Doctorate in Clinical Practice Aoril 2005
2000). A number of psychotropic drugs have, for instance, a well-demonstrated risk of 
cardiotoxicity, with potentially deleterious effects on electrophysiology and myocardial function 
(Davidson 2002).
For people with learning disabilities taking psychotropic medication can result in serious 
complications, such as increased confusion, constipation, postural instability, falls, 
incontinence, weight gain, changes to hormones and body chemistry, and movement 
disorders (Ouellette-Kuntz et al 2004).
As a consequence of this audit it has highlighted some problems with the methodology and 
posses some potential dilemmas regarding service change.
The data collected is now two years old and might not reflect current practice. This issue has 
been discussed with the learning disabilities governance group for the Trust and it is felt that it 
is highly unlikely that there have been any dramatic changes in prescribing practices since the 
information was collected two years ago.
However, the second recommendation is to carry out a re-audit to give an updated analysis of 
the prescribing practices of psychotropic medication to ensure accuracy. This will be achieved 
by auditing 10% of the original participants and compare any changes between the two audits. 
Another flaw of the audit methodology was that the NICE guidance is specific to those service 
users with a diagnosis of schizophrenia. Many service users with learning disabilities that are 
prescribed antipsychotic medication do not have a formal mental health diagnosis of any kind. 
This is a common problem for people with learning disabilities as they often do not meet the 
criteria set out in the ICD10 Classification of Mental and Behavioural Disorders (WHO 1992) to 
make a formal diagnosis. The Trust’s policy however gives overall guidance on the use of 
atypical antipsychotics and does not only focus on Schizophrenia.
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Consequently, attempts were made to ascertain how many service users participating in the 
audit had a formal mental health diagnosis, namely schizophrenia. It was not possible to gain 
this information at this present time as there is no database created for this and very few 
service users with learning disabilities and a formal mental health diagnosis are on CPA (Care 
Programme Approach). It is therefore a recommendation that this is created in order to 
improve the monitoring of service provision and gain a better insight into service planning in 
the future.
The NICE guidance recommends a joint discussion between the service user and the clinician 
regarding choice of antipsychotic drugs and the advocate or carer should be consulted where 
appropriate. As a recommendation it should be ensured that this should be part of the service 
user’s person centred plan so they are fully involved in their care.
The audit results have been presented at the learning disabilities governance group and 
discussed with the Trust’s head of pharmacy and nurse consultant for learning disabilities. 
They will also be presented to medical staffing and the operational managers as soon as 
possible.
Upon review of the re-audit future recommendations will be for clinicians to review their 
prescribing practices for antipsychotic medication in line with NICE guidance and other 
legislation for people with learning disabilities which promotes choice and inclusion. It will also 
be recommended that there is a policy review to include more specific guidance for the 
prescribing of anti psychotics for people with learning disabilities in light of the wide use of this 
medication for the client group.
In conclusion, this work will firmly underpin the researcher's research, giving credence to the 
rationale and theoretical framework. Since de-institutionalisation most residential homes for
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people with learning disabilities are predominately staffed by care workers and have very few 
qualified nurses. As a consequence most carers are required to administer medication. As the 
results have shown a high percentage of this medication is psychotropic medication with 74% 
of service users being prescribed antipsychotic medication. The research will focus on the 
attitudes and experiences of careers working in this area regarding the administration and 
wide use of this type of medication through the qualitative research methods of focus groups 
and interviews.
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